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RESTRAINT AND SECLUSION 
 

Catalogue of Federal Domestic Assistance (CFDA) No.: 93.243 
 
 

Project Abstract 

State of Vermont – Division of Mental Health 

Proposal to Implement Alternatives to Restraint and Seclusion 

The purpose of the project will be to improve mental health inpatient treatment by implementing 
alternatives to seclusion and restraint (S/R) at the Vermont State Hospital (VSH) for adults with 
serious mental illness and Retreat Healthcare (RHC) for children and adolescents with serious 
emotional disturbances.  SAMHSA’s Six Core Strategies to Reduce the Use of Seclusion and 
Restraint will guide the development of strategic plans at each hospital and will help create the 
culture shift necessary for the use of less coercive measures for ensuring patient and staff safety.  
The goals of the project are as follows: 
 
Goal 1:    Vermont will strengthen and enhance its oversight, leadership and coordination 
capacity at the state level and at VSH and RHC to enhance the development of alternatives to 
restraint and seclusion 
 
Goal 2: Using the SAMSHA Six Core Strategies as a guide, Vermont will develop and 
implement a strategic plan to complete S/R Reduction efforts at VSH and the RHC.   

 
Goal 3: Vermont will implement specific S/R Reduction Techniques (e.g. Sensory Modulation) 
at VSH and the RHC to reduce and prevent the need for S/R.   
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Section A: Statement of Need  
 
The State of Vermont proposes to build capacity for alternatives to seclusion and restraint (S/R) 
at two inpatient institutions:  The Vermont State Hospital (VSH), which is Vermont’s only 
state-run institution for adults with serious mental illness, and Retreat Healthcare (RHC) a 
private, not-for-profit mental health and addictions treatment center for people of all ages. RHC 
serves as the Vermont State Hospital for children and adolescents with serious emotional 
disturbances. Because of the unique and specialized services that these two institutions provide, 
both serve the entire state of Vermont’s population of 620,000. 
 
Both VSH and RHC have focused on the reduction of S/R for the past several years. However, 
each institution has had different challenges and opportunities related to their efforts at reducing 
S/R. Consequently, each institution joins this proposed project with a different set of needs. The 
activities proposed in this grant will build upon the accomplishments and past “lessons learned” 
from both organizations. 
 
Grant activities described in this proposal will focus on adults with serious mental illness at 
VSH, and children and adolescents at  Retreat Healthcare. However, it is the anticipated that the 
institutional learning from this grant will benefit the adult populations served by RHC as well. 
 
Vermont State Hospital  
 
VSH is a 54-bed state psychiatric hospital providing intensive psychiatric treatment and secure 
observation when no adequate less restrictive alternative exists. VSH has an average daily census 
of about 50 patients. Between 70-80% of VSH admissions are for emergency evaluations and the 
remaining admissions are patients transferred from less restrictive care settings. The VSH 
physical plant is over 70 years old. 
 
VSH admits the state’s most acutely ill psychiatric patients, most of whom have been deemed to 
be too high an acuity level for care at any of the other five Vermont hospitals offering inpatient 
psychiatric services.  These patients generally suffer from psychotic illnesses, and have often 
demonstrated recent violent behaviors prior to admission to VSH.  Many of the patients admitted 
to VSH have refused to accept treatment for their psychotic illness, such as taking antipsychotic 
medication or attending treatment focused activities. 
 
VSH serves both civil and forensic male and female patients.  The civil and forensic populations 
are housed together and there is generally little control over when and how often court-ordered 
admissions (generally for forensic fitness to stand trial evaluations) are admitted.  VSH may 
receive several admissions through the courts on any given day, and needs to assimilate multiple 
persons with untreated psychosis and recent histories of violence and/or trauma onto already 
crowded units. 
 
The average number of individuals served annually at VSH over the last 4 years was 225. It is 
anticipated that this will remain the average number served at VSH through the life of this grant. 
On average, 65% of patients served at VSH are male and 35% are female. The majority of 
people served are over the age of 35 (66%) and only 5% are 20 years old or younger. Ninety-two 



 4 

of people served at VSH are Caucasian, with 8% of Asian, Hispanic or African American 
descent. The median length of stay is 2 months and the mean length of stay is 1 year, nine 
months. 
 
Seclusion and Restraint VSH 
 
In the summer of 2002, the Commissioner of Mental Health and the VSH Executive Director 
recognized the need for change at VSH and commissioned a study of options for reducing 
seclusion, restraint and other coercive measures at VSH. The study, called A System Under 
Siege, documented the “many symptoms of an institution struggling with the impact of chronic 
stress.” The report concluded that VSH needed a facilitated cultural transformation in order to 
successfully change course and reduce the use of seclusion, restraint and other coercive 
measures.   During that same time, a team of Vermont representatives, including members of 
VSH, the Division of Mental Health, Vermont’s Protection and Advocacy organization, and 
Vermont’s statewide consumer organizations, attended an intensive training on SAMHSA’s Six 
Core Strategies to Reduce the Use of S/R.  Following that training, the group spent three days 
together developing a document called “Preliminary Strategic Plan for Reducing / Eliminating 
the Use of Seclusion and Restraint at Vermont State Hospital.” This Preliminary plan was 
intended to lay the foundation for a longer term strategic plan. 
 
Unfortunately, before the preliminary plan could be implemented, VSH suffered two tragic 
patient suicides, and VSH was decertified by the Center for Medicaid and Medicare Services 
(CMS). Shortly after decertification, the U.S. Department of Justice (DOJ) formally initiated a 
federal Civil Rights of Institutionalized Persons Act (CRIPA) investigation. The DOJ 
investigation found that VSH failed to adequately protect the civil rights of patients in a number 
of areas of care.  The DOJ specifically cited VSH for numerous instances of failing to protect its 
patients from harm due to overuse of unnecessary S/R. In sum, the DOJ found that VSH’s use of 
S/R substantially departed from generally accepted professional standards of care and exposed its 
patients to harm due to inadequate policies and procedures, poor staff training, insufficient 
behavioral programming, and inadequate documentation and supervision.   
 
DOJ made the following specific findings related to the use of S/R at VSH: 
 

• Over 90% of restraint incidents at VSH involve strapping patients down to a bed in five-
point restraints in a seclusion room - the most restrictive and dangerous form of 
intervention.  And that the percentage of patients secluded and restrained substantially 
exceeds the national average for psychiatric hospitals. 

• S/R are repeatedly used as interventions for behaviors where the patient is not an 
immediate danger to himself or others.       

• VSH consistently uses S/R as an intervention of first resort and fails to consider lesser 
restrictive alternatives.        

• VSH also keeps patients in S/R substantially longer than the original incident warrants.    
• VSH fails to adequately document its use of S/R – including several instances where 

records failed to contain any physician order – and fails to provide an appropriate 
rationale for the restrictive measure 



 5 

• S/R at VSH is applied without adequate professional assessment and/or supervision, often 
with significant clinical error, for the convenience of staff, and without appropriate 
documented rationale. 

 
Since the initiation of the DOJ investigation, with focused leadership and technical assistance, 
VSH has made significant progress in addressing the areas of concern identified by DOJ. Some 
of the improvements are: 

• VSH developed a new policy that comports with generally accepted standards of care for 
the use of S/R. 

• VSH prioritized the use of S/R for data collection and performance improvement. 
• VSH established an Emergency Involuntary Procedures Reduction Program (EIPRP) as 

part of the new collaboration between the University of Vermont/Fletcher Allen Health 
Care and the VDH Division of Mental Health.  The purpose of EIPRP was to initiate 
coordinated and comprehensive reform regarding the use of emergency involuntary 
procedures at the Vermont State Hospital. Consumers, advocates and hospital staff 
comprised this task force and assumed the responsibility of creating a method for 
tracking and trending relevant data, identifying training and practice needs and 
orchestrating and interventions in order to eliminate the avoidable use of restraint, 
seclusion, and emergency involuntary medication. 

 
However, much work remains to be done. 
 
Over the past two years, VSH’s ability to track and trend data on the use of S/R has improved 
greatly. VSH tracks the use of seclusion, restraint, emergency involuntary medication and 
constant observation in a variety of ways. On a monthly basis, VSH tracks hours of S/R, hours 
per 1,000 patient hours, episodes of S/R and the number of individuals secluded or restrained. In 
addition, on a monthly basis, VSH tracks episodes of emergency involuntary medications, the 
number of individuals receiving involuntary medications and number of hours, individuals and 
episodes of constant observation. VSH has the ability to analyze the data from a number of 
perspectives including: patient demographics, diagnosis, time-of day, staff involved, attending 
physician, legal status, and length of stay.  
 
In 2006,VSH documented a total of 366 episodes of seclusion with severity ranging from 11 to 
60 episodes per month and including documentation of one client repeatedly isolated due to 
threats of harm toward others. Removing the top two outliers, the mean number of events 
changes from 30 to 15 per month. During the same year, there were 254 documented episodes of 
non-ambulatory restraint defined as use of a 4-point or 5-point restraint bed.  The mean time 
restrained was 1.4 hours with a range from 1 to 3 hours.  The majority of non-ambulatory 
restraint episodes occur equally between day shift (41%) and evening shift (43%).  The night 
shift accounted for 16% of these restraint episodes. Emergency Involuntary Medications (EIM) 
(by definition, another form of restraint) were administered a total of 293 times during 2006. 
Episodes of constant observation by staff were needed a total of 558 times with a total of 218 
patients having at least one 1:1 observation order. 
 
Although much of the work done to date at VSH represents a foundation from which to launch a 
new strategic initiative to embrace the Six Core Strategies, there is not general agreement among 
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Vermont’s key stakeholders regarding the state hospital’s progress to-date.  Several stakeholder 
representatives, including Vermont Protection and Advocacy, have expressed frustration with the 
state for not implementing the R/S reduction strategic plan developed three years ago, and there 
have been repeated requests for VSH to update and begin implementing a comprehensive 
strategic plan to reduce S/R.  While the creation of a workgroup focusing on S/R reduction 
(EIPRP) has coincided with a reduction in the use of S/R at VSH, some stakeholders have been 
unhappy with its process and outcomes and have stopped attending the group.  In addition, some 
stakeholders believe that VSH currently struggles to comply with a state consent decree, known 
as Doe v Miller, which was designed to protect patients’ basic civil rights relative to S/R. As a 
result they have limited confidence in the organization’s ability to be proactive in this area. Some 
stakeholders have expressed the need for a broader “culture change” at VSH, including a more 
comprehensive, transparent process.  Many of these concerns are included in several letters of 
support in Appendix 1 and in the summary of Stakeholder comments below.   
 
While there is not general agreement in the stakeholder community as to where VSH currently is 
on the continuum of improvement, there is agreement that VSH needs a transparent, inclusive 
and accountable process to move forward toward the goal of reducing seclusion and restraint. 
DMH believes that the activities proposed in this grant will address this shared goal.    
 
Retreat Healthcare  
 
Retreat Healthcare (RHC), founded in 1834, is a not-for-profit, regional, specialty mental health 
and addictions treatment center, providing a full range of diagnostic, therapeutic and 
rehabilitation services for individuals of all ages and their families. RHC offers individualized, 
comprehensive continuum of care including inpatient, partial hospitalization, child and 
adolescent residential, and outpatient treatment . 
 
The population that this project will focus on will be children ages 5-12 and adolescents ages 13-
18. Both programs are designed to provide short term, specialized inpatient hospital care for 
children or adolescents who have serious social, emotional, psychiatric or substance abuse 
disorders that have led to disruptive and maladaptive behaviors and relationships. As the 
Vermont state hospital for children and adolescents, RHC specializes in the treatment of 
complicated psychiatric disorders. The average length of stay is eight to 10 days. Based on their 
needs, patients may move back and forth along a continuum of care at RHC, from inpatient to 
residential to partial hospitalization.  
 
The average number of children and adolescents served annually at RHC over the last 4 years 
was 453. It is anticipated that this will remain the average number served at RHC through the life 
of this grant. On average, 54% of patients served at RHC are female and 46% are male. Forty-six 
percent (46%) of the children served are between the ages of 11 and 15, 39% are between the 
ages of 16 and 19 and 15% are under age 11.  Of the 573 total admissions to our 
Child/Adolescent Inpatient Services in 2006, 95% (543) were voluntary.   
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Seclusion and Restraint at Retreat Healthcare 
 
In February 2004, the Residential Licensing Unit (RLU) of the Vermont Department of Children 
and Family Services (DCF), Vermont’s state child welfare agency, placed a temporary hold on 
child and adolescent admissions at RHC. This admissions hold was the result of licensing 
violations, many of which related to the use of S/R in RHC’s residential programs for children 
and adolescents.  Shortly thereafter, RHC and RLU agreed to a corrective action plan and the 
admissions hold was lifted. The RLU closely monitored the implementation of the corrective 
action plan to ensure the required improvements in the use of S/R among the children and 
adolescents served at RHC. Since that point, care has continued to improve. 
 
In 2005, after a number of staff returned from a training on the reduction of S/R sponsored by 
National Technical Assistance Center (NTAC), RHC established a task force to guide the 
organization through the Six Core Strategies. The task force, known as TIRRM (Trauma 
Informed, Resiliency, and Recovery Model) developed a strategic action plan to implement the 
Six Core Strategies. TIRRM consists of clinical managers from all in-patient and residential 
programs, members of the executive team, social work staff, therapeutic services staff and 
several direct care staff from various programs. Other members include the manager of clinical 
education, director of outreach and education, performance improvement manager and a member 
from Vermont Protection and Advocacy. This group has met biweekly since April 2005.  
Through TIRRM, RHC staff has utilized many of the training tools developed by NTAC and 
NASMHPD. RHC has prioritized TIRRM’s philosophy of care and the reduction of R/S has 
been embraced by the institution from the Board of Directors down to the majority of the clinical 
staff. Currently the TIRRM task force is reviewing and updating the strategic plan in an ongoing 
effort to strengthen the organization’s commitment to the plan’s goals. 
 
Shortly after its inception, the TIRRM task force identified a need for RHC to implement the use 
of specific S/R reduction tools (Strategy Four) and created a subcommittee focusing on this area.   
The subcommittee chose to focus on the use of sensory integration and sensory modulation as 
key techniques which could aid in the prevention and reduction of S/R (see section B for a full 
description of sensory modulation), and they began to work with Tina Champagne, a national 
expert on sensory modulation, to review the organization’s facilities and progress to date relating 
to sensory integration and to make recommendations on how RHC could fully embrace the 
sensory integration tools and techniques. 
 
Generally, Ms. Champagne’s review was very positive. She documented the organizations 
efforts throughout the facilities to establish sensory rooms and make sensory tools (carts) 
available to patients / residents. She commented on the commitment and motivation of the staff 
to use sensory integration techniques in programming. It became clear from Ms. Champagne’s 
review and recommendations that, without further expertise to guide staff, RHC will not be able 
to experience the full benefits of sensory modulation; RHC has essentially reached a plateau in 
their efforts to implement sensory techniques. Specifically, without further staff expertise, RHC 
will not be able to implement the assessment techniques necessary to determine what sensory 
tools are best suited for each individual’s needs and  treatment goals.  
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In consulting with different stakeholders regarding the development of this grant application, 
there have been some concerns expressed that high turnover among leadership staff at RHC has 
diluted and slowed RHC’s progress toward the implementation of its strategic plan to reduce S/R 
(see Letters of Support – Appendix 1).  As such, some believe there is a need to strengthen 
stakeholder involvement, re-assess RHC’s progress to-date, and revise its strategic plan 
accordingly. 
 
Similar to VSH, RHC collects data that enables the hospital to track and trend the use of S/R. 
RHC has relied on data to guide and focus their S/R reduction efforts to date but hopes to 
maximize the use of data to inform practices through the efforts of this grant. In 2006, the 
Brattleboro Retreat documented a total of 41 episodes of locked seclusion (patient locked in 
room w/viewing window in door and staff member on opposite side of door observing and 
speaking with patient) on all of our inpatient units.  Of the 27 episodes of seclusion on the 
child/adolescent units, 12 of those episodes occurred with one patient.  Of the 14 episodes of 
seclusion on our adult units, 7 of these events involved one patient.  The minimum time for a 
seclusion event was 1 minute, the maximum time was 9 hours 50 minutes.  The average time for 
a seclusion event, including the outliers, was 44.9 minutes.  Removing the 2 outlier patients, the 
average time per seclusion event was 24.48 minutes.   
 
With administrative support and educational programs the clinical staff of the Brattleboro Retreat 
has strived to improve their therapeutic relationships with patients in an effort to reduce the 
frequency of “hands on” therapeutic holds that are required to maintain both patient and staff 
safety.  Over the last two years, all units have experienced a downward trend in the numbers of 
therapeutic holds required to maintain safety. 
 
During 2006, there were a total of 91 episodes of ambulatory therapeutic holds on all of the 
inpatient units.  The average length of a therapeutic hold, including outliers, is 12.02 minutes 
with a minimum of 1 minute and a maximum of 80 minutes.  Removing the 2 outliers, the 
average hold time is 10.42 minutes with a maximum hold length of 40 minutes. There were 67 
therapeutic holds on the child/adolescent units.  Of these, 18 were with 3 patients.  The 
remaining 49  were spread among 27 patients.  On the adult unit, there were 24 therapeutic hold 
episodes, 14 of which were with two patients.  The remaining 10 were spread over 7 patients.   
There were 2 documented episodes of non-ambulatory restraint and no uses of 4-point restraints.  
Emergency Involuntary Medications (EIM) were administered only one time at RHC during 
2006.   
 
Additional Stakeholder Assessment of Need  
 
For the preparation of this grant, the Division of Mental Health sponsored a public forum to elicit 
comments from interested parties regarding how Vermont should focus its efforts to reduce S/R 
at VSH and RHC. Participates in this meetings included: Vermont Psychiatric Survivors, 
Vermont Protection and Advocacy, Vermont Legal Aid, the Vermont Chapter of the National 
Alliance for Mental Illness, the Vermont Council for Developmental and Mental Health 
Services, and Vermont Department of Corrections, and two individuals who have received 
treatment at the Vermont State Hospital.   The following themes emerged from this public input 
meeting: 
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Culture Change 
Philosophy 

• Approach needs to be broader than simply reducing restraint and seclusion.  It should 
involve a commitment to reducing coercion of all types.   It should embrace principles of 
recovery, respect and self-determination 

• Approaches should be trauma-informed and not re-traumatize or penalize patients. 
• Program Implementation should focus on prevention of escalating behavior rather than 

on de-escalation 
Myths regarding restraint and seclusion 

• Other states have demonstrated that the incidence of restraint and seclusion can be 
reduced in spite of high acuity level of the served population and lack of or delay in the 
state’s ability to provide involuntary medication to some patients  

• Use of restraint and seclusion is largely avoidable, and should not be the result of 
medicating patients involuntarily 

Institutions’ readiness to change 
• RHC had demonstrated progress in reducing restraint and seclusion in past and both RHC 

and VSH have demonstrated interest in past but implementation efforts have been 
derailed or stymied at both institutions by staff turnover (RHC), lack of resources (VSH 
and RHC), lack of strong leadership (VSH and RHC) and decertification at VSH. 

• Vermont Protection & Advocacy has found numerous instances of ineffective de-
escalation practices and failure to employ best approaches to de-escalation at both 
institutions.  They have worked closely with staff at RHC and have offered assistance to 
VSH in improving de-escalation techniques but, to date, help has not been accepted 

Leadership and Staff Training 
• Leadership must be totally committed to creating a culture change and to leading staff 

through this change  
• Staff need training, demonstrated leadership and an understanding that reliance on 

historical practices is no longer acceptable. Staff should be rewarded for adopting use of 
new clinical techniques or sanctioned if they resist 

• Differing opinions about proposed project leadership: One participant said statewide 
Project Director position demonstrates statewide authority, visibility and commitment, 
while another stated that the champions for implementing this culture change should be 
working within each institution 

Monitoring Progress 
• Current EIPRP at VSH not effective structure or process for monitoring incidence of 

restraint and seclusion.  Alternative monitoring process needed. 
Alternative Techniques and Physical Environment 

• Many questions posed about how to employ sensory modulation techniques with newly 
admitted agitated patients 

• Creation of calm rooms should not eliminate other space equally important to patients 
• Green space, outdoor activity space and pets on units can assist in calming patients 
• Improved staffing patterns and reduced crowding can reduce escalation episodes 
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• Brattleboro Retreat has used peers and family members very effectively in calming 
patients.  Use of peers and family members should be integral to any plan to implement 
alternatives to restraint and seclusion. 

 
Consistency with State Priorities 
 
This application is being submitted by the Vermont Department of Health, Division of Mental 
Health, which is the State Mental Health Authority.  Michael Hartman, Deputy Commissioner 
for Mental Health at the Department of Health, acts as the State Mental Health Commissioner, 
and has submitted a letter as part of this application (see Appendix 5 – Letter from State Mental 
Health Authority) validating that the identified needs are consistent with the priorities of the 
State.  As described in Mr. Hartman’s letter, Vermont has consistently hi-lighted the need to 
reduce coercion within the mental health system over the past ten years.  In a 1999 policy paper 
(Vermont’s Vision Of A Public System For Developmental and Mental Health Services Without 
Coercion, October 1999) then Commissioner Rod Copeland wrote: 
 

“…we must measure the success of DDMHS’s systems of care by improvements in the 
wellbeing of our citizens.  DDMHS believes that the various forms of coercion are 
powerful negative forces working against us as we strive to assist citizens to enhance the 
quality of their lives…Put another way, we do not believe that we can achieve the highest 
quality of care and supports without paying close attention to the presence of coercion in 
its various forms in our system of care.”  
  

In addition, in 1997 the Vermont Legislature adopted the following statement of legislative intent 
regarding their vision of the state’s mental health system: “It is the policy of the general 
assembly to work towards a mental health system that does not require coercion or the use of 
involuntary medication.” 18 VSA §7629(c). 
 
Section B: Proposed Approach 
Description of Proposed Project: Purpose, Goals, and Objectives 

The purpose of the project will be to improve mental health treatment by reducing the use of 
seclusion and restraint at Vermont State Hospital and Retreat Healthcare.  SAMHSA’s Six Core 
Strategies will guide the development of strategic plans at each hospital, and will help create the 
culture shift necessary for the use of less coercive measures for ensuring patient and staff safety.  
The Goals and Objectives of the Project are as follows: 
 
Goal 1:    Vermont will strengthen and enhance its oversight, leadership and coordination 
capacity at the state level and at VSH and RHC to enhance the development of alternatives 
to restraint and seclusion. As described above in Section A, Vermont has learned a great deal 
from its past efforts the use of S/R, and recognizes the need to create a more formalized 
infrastructure to oversee and carry out further reduction efforts.  We also recognize the need to 
increase consumer and other stakeholder involvement and buy-in.  To achieve this goal, this 
project will complete the following objectives:  
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A. Designate Key State-Level Leadership to oversee S/R Reduction activities:  At the start of the 
grant, the Medical Director of the Division of Mental Health, William McMains, will assume 
the role of Principle Investigator for the grant.  He will act as the key leader within the state 
mental health system to participate in S/R planning activities and ensure grant activities are 
supported by the State Mental Health Authority.  Michael Hartman, Deputy Commissioner 
for Mental Health, will also provide Administrative Leadership and be actively involved. 

B. Establish a stakeholder steering committee at each institution to oversee S/R Reduction 
activities.  For both organizations, an existing stakeholder committee that already focuses on 
S/R reduction will be augmented by additional stakeholder participation and staffing support 
to become S/R Reduction Steering Committee for this initiative.  The committee will include 
consumers, families, advocates, direct care staff, and key organizational leadership (see 
Letters of Support – Appendix 1). A nationally-recognized specialist (See Section C) will be 
hired to guide the committee through the process of assessing organizational needs and 
developing and implementing a strategic plan.  Additional discussion of the two steering 
committees appears below.  As described Section A, some stakeholders have been unsatisfied 
with the way in which they have been involved in the planning activities to-date (e.g. 
VP&A), so one of the first tasks of the steering committees will be to re-establish 
involvement of key participants and set common, agreed-upon expectations and processes for 
the committees. 

C. Create a state-level position to coordinate S/R Reduction grant activities and assist in the 
implementation S/R reduction efforts at VSH.  Grant funds will be used to support the 
creation of a S/R Reduction Project Director that will oversee and coordinate S/R reduction 
activities. Section C presents an overview of this individual’s key role in the project. This 
position will report directly to the Deputy Commissioner for Mental Health.  

D. Create a “S/R Reduction Coordinator” at RHC to oversee the implementation of alternatives 
to S/R at that organization.  A description of the duties to be performed by this individual 
appears in Section c. 
 

Goal 2: Using the SAMSHA Six Core Strategies as a guide, Vermont will develop and  
implement a strategic plan to complete S/R Reduction efforts at VSH and the RHC.   
As described in Section A, there is a need at both organizations to re-assess the strengths and 
weaknesses of their current efforts to implement alternatives to restraint and seclusion.  There is 
a need to develop a strategic plan that is supported by key stakeholders within Vermont.  To 
achieve this goal, the following objectives will be completed: 
 
A. Complete Core Training on SAMHSA’s Six Core Strategies.  Vermont will work with 

NAMHSPD to coordinate training on the Six Core Strategies for key staff and stakeholders at 
VSH and the RHC, including all the members of each organizations’ steering committee.  
This will serve to re-establish common understanding of the core strategies across grant 
participants. 

B. Complete an Organizational Assessment re: the Six Core Strategies at VSH and the RHC: 
Both organizations will complete an assessment using the Inventory of S/R Reduction 
Interventions (ISRRI) (see Appendix 2) to measure the degree to which the organization 
adheres to the recommended interventions outlined in SAMHSA’s Six Core Strategies.  This 
assessment will serve as a baseline for establishing a strategic plan and will identify areas 
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that need to be addressed for reach organization. Progress will be measured each year by the 
ISRRI.  For further discussion of the ISRRI, see section D. 

C. Create and Implement a Strategic Plan at VSH and the RHC.  Using the results of the ISRRI 
self assessment, each organization will work with its steering committee to complete a 
strategic plan outlining organizational goals and steps to achieve those goals and support the 
implementation of alternatives to S/R.  Both strategic plans will address each of the six core 
strategies outlined in the RFA for this proposal.  The RHC will focus on updating their 
current strategic plan using the results of the ISRRI and consultation from Tina Champagne.  
VSH will re-examine its first strategic plan that was created three years ago, and, using the 
results of the ISRRI, training on the Six Core Strategies, and consultation from Tina 
Champagne, create a new strategic plan.  Based on discussions with both organizations in the 
development of this grant application, DMH anticipates both organizations’ strategic plan 
will need to speak to the following issues: 1) methods for augmenting current training for 
staff using SAMHSA’s Roadmap to S/R-Free Mental Health Services, 2) implementation of 
improved debriefing techniques for staff and consumers following an incident of seclusion or 
restraint, 3) development and modification of policies and procedures to support S/R 
reduction, including the creation of clinical practice protocols, 4) developing improved 
methods for using consumers to support the prevention and reduction of S/R, and 5) 
identifying and implementing improved methods for collecting, analyzing and reporting on 
the use of S/R. 

 
Goal 3: Vermont will implement specific S/R Reduction Techniques (Sensory Modulation) 
at VSH and the RHC to reduce and prevent the need for S/R.  To achieve this goal, Vermont 
will: 
 
A. Develop a multidisciplinary Sensory Modulation Team at each organization. Key members 

of both institutions would receive intensive training from Tina Champagne, a national expert 
on the implementation of Sensory Modulation (see Section C), to take on the role of in-house 
trainers and mentors to support the implementation and support of Sensory Modulation and 
other S/R Reduction techniques.  The team would work with Tina Champagne and the S/R 
Reduction Project Director/Coordinator to develop a training curriculum for institution staff 
that is consistent with existing staff training (e.g. NAPPI, MANDT).  These team members 
would also be responsible for working with treatment staff to: 1) complete client-centered 
assessments using appropriate tools (e.g. the “Sensory Modulation Screening Tool” 
developed by T. Champagne) to determine clients’ “sensory diet” needs and establish 
specific sensory modulation, 2) develop multisensory treatment goals for each client using 
cumulative assessment findings and client input and approval, 3) provide specific sensory 
modulation interventions as directed by a client’s treatment goals, 4) document and assess 
effectiveness of sensory modulation interventions, 5) work with their S/R Reduction Steering 
Committee to modify and develop specific policies, protocols and clinical practice guidelines 
to support the use of sensory-based approaches and reduction of S/R.  At least one member 
of Sensory Modulation Team will attend each treatment planning meeting to ensure that the 
vision and philosophy of client-focused, trauma-informed, recovery-based care is represented 
in the planning of treatment 

B. Establish Sensory Spaces at VSH and the RHC.  As described below, a key component of 
sensory modulation in inpatient settings is the creation of “Calm Rooms” and Multisensory 
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Treatment Rooms.  Grant funds will be used to consult with Tina Champagne regarding the 
conversion of existing space at both institutions into space that supports sensory modulation 
approaches.  Grant funds may also be used to pay for the conversion of the space and 
purchasing equipment (e.g. weighted blankets, rocking chairs) to stock the sensory 
modulation space.  As described in Section A, consumer input regarding this application also 
identified the need for more outdoor (“green”) and activity space, and so every effort will be 
made to increase the availability of this kind of space in support of client’s sensory needs. 

 
The achievement of these goals will establish a more formalized and better-resourced structure 
for involving stakeholders, assessing needs at each organization, developing a structured 
strategic plan, and implementing specific S/R Reduction tools. 
 
Sensory Modulation 
 
Sensory Modulation focuses on assessing and providing individualized-sensorimotor experiences 
that… “help ground, calm, center, and/or alert individuals” (Champagne, 2004) using 
collaborative, meaningful, individualized, trauma-informed, recovery-focused and “sensory-
supportive” interventions and supports.  Implementation of Sensory Modulation includes the 
articulation and integration of sensory-related assessment tools, integrative therapies, treatment 
approaches, and program and environmental modifications (Champagne, 2006).  This technique 
is not meant to be used at the exclusion of other assessments or therapeutic activities. Rather, it is 
used to support enhanced engagement of the entire interdisciplinary treatment team. 
 
The Sensory Modulation approach requires the use of a person-centered, strengths-based, 
trauma-informed model of care It is essential to assist each client in recognizing not only 
symptom(s) and problem areas but also their strengths. Emphasizing individual strengths and 
capabilities supports and encourages the exploration, practice and integration of sensory 
modulation approaches into daily lifestyle.  This is particularly necessary when introducing 
novel strategies into a habitual repertoire. (Champagne, 2006) 
 
The goals of a coordinated sensory modulation approach include (Champagne, 2006): 
 Facilitating the identification of the individual’s unique tendencies and preferences, and how 

these patterns influence self-organization, 
 Engaging in the active planning and practice of meaningful sensory modulation activities, 

and 
 Building self-regulation skills and repertoire expansion to continually enhance the use of 

personal sensory modulation skills. 
 
Sensory modulation approaches include: sensory modulation assessment tools, sensorimotor 
activities, sensory modalities, the development and use of a sensory diet, a personalized sensory 
kit and supportive modifications to the physical environment. Sensory modulation activities are 
used to help prepare for and/or to maintain the ability to actively engage in meaningful life roles 
and activities.   
 
Examples of sensory modulation techniques include the therapeutic use of self by therapists and 
direct care staff, grounding, orienting/alerting and relaxation/calming activities, and self-
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nurturing and self-soothing practices. Information about the preferences of each client is 
carefully gleaned from a combination of interviews, questionnaires and checklists.  Additionally, 
“triggers” that set off a series of events such as fear, panic, upset and agitation, are identified 
along with associated early warning signs of distress.  For instance, a client who is triggered by 
hearing people yell may experience restlessness, agitation, fist-clenching and pacing as early 
warning signs of a forthcoming crisis.  Using this information, client-specific sensory modulation 
strategies are identified and practiced to manage and minimize stress and interrupt the cycle from 
trigger to crisis (Huckshorn, 2004).     

 
Individualized sensory modulation interventions serve to reduce S/R, increase self-awareness 
and the ability to self-nurture, raise self-esteem and contribute to personal resilience.  As clients 
build upon their individual strengths and gain a greater sense of personal control, their ability to 
engage in self-care activities, social roles and meaningful life roles is enhanced.  As a part of the 
sensory modulation approach, clients learn basic ideas about re-designing their home 
environment to create sensory space supportive of their needs.   Additionally, each individual is 
taught and encouraged to reflect upon and recognize when their self-identified strategies may be 
the most useful. Before engaging in any therapeutic program it is important to work with each 
individual to identify the amount and type of cognitive assistance necessary to support learning 
and success. Assessment of learning style and cognitive ability is part of the initial assessment 
process; re-assessment continues throughout the treatment process. Ongoing assessment provides 
updated information about each client’s current learning needs and preferences and enhances 
meaning. 
 
Multisensory Treatment Rooms  
 
Using Sensory-Based Approaches in inpatient units typically includes the creation of “Calm 
Rooms” and “Multisensory Treatment Rooms” that are set up to provide a choice of different 
sensory experiences to help ground, calm, center and/or alert individuals.  These specialized 
rooms are used as a space to reinforce positive coping skills and afford experiential opportunities 
to enhance self-awareness regarding the influence of the external environment on the internal 
state.  Relaxation, movement, de-escalation, choice and empowerment are among the primary 
purposes and goals for the use of sensory rooms in mental health settings (Champagne, 2006). 
Many of these techniques identified, practiced and mastered in a hospital setting, are used by 
clients following their return to the community to self-calm and maintain self-organization.     
 
Multisensory treatment rooms are typically an appealing, quiet physical space free of external 
distraction, painted with soft colors and furnished with objects that promote relaxation and/or 
stimulation (Huckshorn, 2004).  Sensory room equipment may include gliding rocking chairs, 
quiet music, weighted blankets and vests, and aromatherapy.  A wide variety of sensory-based 
interventions are available to increase comfort and relaxation, improve sleep and support self-
organization (Walker & McCormack, 2002; Buckle, 2003, Champaign, 2003).  
 
The skilled and responsible use of sensory rooms has been endorsed by  Joint Commission on 
Accreditation of Healthcare Organizations (JCAHO) and the Massachusetts State Department of 
Mental Health (DMH) . The National Technical Assistance Center (NTAC), a division of the 
National Association for State Mental Health Program Directors (NASMHPD), has been 
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promoting the use of sensory approaches as one of the instrumental interventions influencing the 
reduction of restraint and seclusion in mental health care settings since 2003.  
 
Implementation of SAMHSA’s Six Core Strategies to Reduce the Use of S/R 
 
Vermont plans to use SAMHSA’s Six Core Strategies as developed by the National Technical 
Assistance Center and does not anticipate any significant additions to or modifications to the 
model.  As described above, Vermont will prioritize the implementation of strategy Four (Use of 
Specific S/R Tools); however, both organizations will be assessed regarding each of the six 
strategies using the ISRRI and will develop a strategic plan that addresses needs in all six areas. 
 
Discussion of the Target Population’s Language, Beliefs, Norms and Values 
 
Vermont is not considered a culturally diverse state; however, the Vermont State Hospital and 
the RHC do serve individuals with diverse needs.  According to the 2000 national census, 
Vermont is 96.2% non-Hispanic white, with .9% Hispanic or Latino, .9% Asian, .4% American 
Indian or Alaskan Native, and .5% African-American.  Vermont is also home to small minority 
communities, including two regions that border Canada that contain and serve both Native 
Americans and French-speaking individuals, and two urban communities that host a refugee 
resettlement program that has placed refugees from Eastern Europe, Asia, and Africa.  In support 
of these small groups of diverse individuals, local organizations have developed and will be 
available to assist in modifying grant activities to address the diverse needs of specific 
individuals being served at VSH and the RHC.  Both institutions will focus on collaborating with 
these in-state organizations who specialize in supporting individuals with specific diverse 
backgrounds.  For example, the VSH S/R Reduction Steering Committee will consult with the 
Vermont Refugee Resettlement project when challenged with providing culturally competent 
services to a patient who is a refugee.  The RHC has a history of consulting with the School for 
International Training to assist staff in understanding culture from which a patient has originated. 
In addition, both institutions have required their staff to participate in Diversity Training and will 
continue to do so during the course of this grant. 
 
Vermont has also focused on recognizing the socio-economic diversity which exists within the 
state and the preponderance of poverty that exists among individuals and families touched by 
mental illness  To address the culture differences which may exist between professional staff, 
many of whom are middle class, and those who are being served, many of who live at or below 
the poverty line, Vermont has begun to promote the training “Bridges Out of Poverty,” which 
addresses the cultural aspects of poverty and their implications for providing human services.  
This training will be made available to VSH and the RHC.   
 
Use of the “Roadmap to S/R-Free Mental Health Services”  
 
Vermont has some familiarity with SAMHSA’s “Roadmap.”  Vermont Psychiatric Survivors has 
been promoting the curriculum across the state, and it has been provided to a newly opened 
community residential program that serves individuals who would otherwise be committed to 
VSH.  Based on discussions with stakeholders to date, some feel the curriculum should serve as a 
core workforce development intervention to help establish common expectations and support 
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broad culture change at both institutions.  If this approach were taken, the Roadmap would be 
provided to all staff at both organizations at the start of the grant and then at yearly intervals for 
new hires.  Other stakeholders feel that some of the content of the Roadmap is covered by 
existing training at the two institutions and that components of the Roadmap could be woven into 
existing training to meet organizational needs.  As such, one of the first tasks of the S/R 
Reduction Steering committees at both organizations will be to review the curriculum in light of 
existing training (e.g. NAPPI, MANDT) and make recommendations regarding how the training 
should be provided.  Vermont would engage with NASMHPD/NTAC as a consultant to this 
process.  NASMHPD would also be involved in the provision of training on the Roadmap.  If 
grant activities include comprehensive training using the seven modules, we anticipate that 
Module 5 will be augmented with an in-depth presentation of sensory modulation approaches to 
S/R reduction.  Tina Champagne, OTR/L, will act as the consultant to assist with the design of 
sensory modulation approaches and curriculum to be included in Module 5.   
 
Forensic Population 
 
As described in Section A, VSH serves both civil and forensic male and female patients.  The 
civil and forensic populations are housed together and there is generally little control over when 
and how often court-ordered admissions are admitted.  As such, VSH’s three units approach 
treatment based on clinical need and do not have separate clinical programming specifically for a 
forensic population.  Consequently, VSH does not feel it will need to develop separate, unique 
modifications to it’s S/R Reductions efforts for forensic patients. 
 
Logic Model 

Needs/Goals Activities/Inputs Key Short-term Outcomes & Method 
for Measuring 

Long Term 
Impact  

1) Strengthen/ 
enhance 
oversight/ 
leadership/ 
coordination re: 
S/R Reduction 
 
 
2) Develop and 
Implement VSH 
and RHC 
Strategic Plans 
based on Six 
Core Strategies 
 
 
3) 
Implementation 
of specific S/R 
Reduction Tools  

• Appoint State-Level 
Leadership 

• Create S/R Reduction Steering 
Committee at VSH/RHC 

• Create Project Director and 
RHC S/R  Reduction 
Coordinator 

 
• Core training on Six Core 

Strategies 
• Organizational Assessment 

(ISRRI) 
• Expert Consultation 
 
 
• Training/Consultation on 

“Roadmap” 
• Creation of SM Team at VSH 

& RHC 
• Training/Consultation for SM 

Team 
• Consultation on development 

of calm/multi-sensory 
treatment (MST) rooms 

• High satisfaction and involvement 
among stakeholders with planning 
and implementation process (ISRRI, 
Focus Groups) 

• Successful creation and 
implementation of strategic plans  

 
 
• Successful creation and 

implementation of strategic plans 
• Increased fidelity to Six Core 

Strategies at VSH and RHC (ISRRI) 
 
 
• Development of clinical protocols & 

procedures re: the use of S/R 
Reduction tools (e.g. SM) 

• Development of patient treatment 
plans incorporating SM and other S/R 
Reduction tools 

• Creation of calm/MST rooms 
• Development of core 

training/workforce development 
practices re: S/R Reduction Tools 

 
 
 
 
 
Reduced rates of: 
 
• Seclusion 

 
• Restraint 
 
• Emergency 

involuntary 
medication 

 
• Staff injuries 

 
• Staff turnover 
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*ISR=Involvement and Satisfaction Questionnaire 
 
Advisory Body 
 
For both organizations, an existing stakeholder committee that already focuses on S/R reduction 
will be augmented by additional stakeholder participation and staffing support to become a S/R 
Reduction Steering Committee for this initiative.  At VSH, the committee will include 
representatives from Vermont Psychiatric Survivors, Vermont’s statewide consumer 
organization, the National Alliance for Mental Illness of Vermont, and Vermont’s Protection and 
Advocacy Organization.  Direct care staff, key VSH leadership, and the grant’s principle 
investigator, William McMains, will also serve on the committee.  At the RHC, the steering 
committee will include representatives from Vermont Psychiatric Survivors, the Vermont 
Federation of Families - a statewide advocacy and support organization for family members of 
children with SED, Vermont’s Protection and Advocacy Organization, and the state child 
welfare department (Department of Children and Families).  As with the VSH steering 
committee, direct care staff, key RHC leadership, and the grant’s principle investigator, William 
McMains, will also serve on the committee.  For a discussion of key VSH and RHC leadership 
that will be involved with their S/R Reduction Steering Committee, see section C. 
 
Each steering committee will be responsible for guiding the implementation of the Six Core 
Strategies at their organization as described in the project approach above.  Specific activities 
will include, but not be limited to: 1) participation in the ISRRI assessment, 2) development of 
the institution’s strategic plan, 3) participation in training and other workforce development 
activities, 4) review of relevant S/R data reports and other evaluation data re: progress toward 
project goals.  Both steering committees will meet on a monthly basis. 
 
Evidence of Significant State commitment/leadership  
 
Within the current state structure, Michael Hartman, Deputy Commissioner of Mental Health at 
the Department of Health, acts as the State Mental Health Commissioner.  He has been actively 
involved in the creation of the grant proposal and fully supports the proposed grant initiative. 
Please refer to Section A of this proposal for a more detailed discussion of his letter of 
commitment, the controversy it speaks to and Vermont’s policy commitment to the reduction of 
coercive methods of treating in it’s mental health system. Mr. Hartman’s letter also speaks to 
some of the concerns raised by state Rep. Ann Donahue. While she is very critical of Vermont’s 
efforts to reduce S/R to-date (see Letter from Rep. Anne Donahue in Appendix 1), her 
commitment to this issue should help to ensure that state leadership remains committed and is 
fully supportive of S/R Reduction efforts.   
 
Participating Organizations  
      
To support the reduction of S/R at the Vermont State Hospital and RHC, several other 
organizations will be involved in support of the grant. 
 
Vermont Psychiatric Survivors (VPS): VPS acts as a statewide consumer organization 
representing consumers, survivors and ex-patients who have had involvement with the mental 
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health system.  A member of VPS will act as a consumer representative on the steering 
committee for both organizations (see Appendix 1-Letter of Support).  In addition, VPS has and 
will continue to assist in increasing the role of consumers in the support and evaluation of S/R 
activities.  VPS is currently teaching Wellness Recovery Action Planning, a self-help curriculum 
designed by Mary Ellen Copeland, at both institutions. The WRAP Program (Copeland, 2000) 
forms a logical framework which could accommodate the inclusion of sensory modulation 
approaches. The shift of focus in mental health care from symptom control to prevention and 
recovery as reflected in the WRAP Program is consistent with the person-centered, recovery-
focused elements of an integrated sensory modulation program.  The six sections of the WRAP 
Plan can be enhanced through the use of sensory assessments, creation of a sensory diets, and 
neuropsychiatric assessments to enhance the data base from which the client and team 
collaboratively create intervention plans to address client needs.  Dovetailing the sensory 
modulation assessment, planning, intervention and evaluation components with those within the 
WRAP Plan will enable clients and staff to work with an enhanced palette emphasizing recovery 
and individual empowerment. VPS will consult with both institutions to determine different 
ways in which WRAP can be used to support the reduction of S/R.  It is important to note that a 
member of VPS attended the national training on S/R Reduction along with a team from VSH 
several years ago and was part of the development of VSH’s original strategic plan.  This same 
individual, Jane Winterling, is involved in teaching WRAP at both institutions and has been 
serving on the existing VSH workgroup that focuses on S/R reduction.  Her experience and 
expertise will be crucial in assisting both organizations planning and implementation of S/R 
Reduction activities. 
 
NAMI-VT: The Vermont Chapter of the National Alliance for the Mentally Ill acts as the 
statewide advocacy and support program for family members of individuals with mental illness.  
NAMI-VT will serve on the steering committee at VSH (see Letters of Support – Appendix 1). 
 
Vermont Protection and Advocacy (VP&A):  VP&A acts as the state protection and advocacy 
program for individuals with mental illness.  As described in section A, VP&A has been very 
discouraged recently with Vermont’s lack of progress towards the reduction of S/R (See Letters 
of Support – Appendix 1), and so they will need to play a key role on the two steering 
committees to identify areas for improvement and assist in the development of a strategic plan 
that fully addresses anticipated barriers.  Despite VP&A’s dissatisfaction with recent work in this 
area, they are committed to working with DMH to re-engage in the planning process in a 
meaningful way. 
 
Vermont Federation of Families (VFF): VFF acts as a statewide advocacy and support 
organization for family members of children with SED.  VFF will participate on the RHC 
steering committee (see Letter of Support – Appendix 1) . 
 
Vermont Department of Children and Families:  Among its numerous roles and divisions, DCF 
acts as the state child welfare agency.  As described in Section A, DCF has cited RHC for 
problems relating to the use of S/R in previous years and has committed to participate in the S/R 
Reduction planning and implementation process at Retreat Health Care (see Letter of Support – 
Appendix 1). 
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Stakeholder Involvement 
 
A number of key stakeholders were consulted with in the creation of this grant proposal.  DMH 
consulted with the directors of Vermont Psychiatric Survivors, NAMI-VT, the Vermont 
Federation of Families, Vermont Legal Aid, and Vermont Protection and Advocacy to inform 
this application.  DMH also hosted an open public forum in which solicited feedback from any 
interested stakeholders.  The meeting was attended by consumers, families and advocates, and 
included representatives from Vermont Psychiatric Survivors, NAMI-VT, Vermont Legal Aid, 
Vermont Protection and Advocacy, the Vermont Council of Developmental and Mental Health 
Services (an advocacy organization representing Vermont’s 10 Community Mental Health 
Agencies), the Vermont Department of Corrections, and members of the Vermont Mental Health 
Planning Council.  Feedback from that meeting was summarized above in Section A and was 
incorporated in the proposed approach.  In addition, because the MH Planning Council did not 
have a scheduled meeting prior to the due date of the grant, DMH sent out information on the 
grant application to the members of the Council and received feedback from individual members. 
 
Stakeholder involvement in the planning, implementation and evaluation process at both 
institutions will be crucial, and the primary vehicle for involvement will be the S/R Reduction 
Steering Committees at VSH and RHC.  The roles and membership of the steering committees 
are described above (see Advisory Body).  It is important to note that VPS is already involved in 
completing consumer satisfaction surveys at VSH, as well as implementing Wellness Recovery 
Action Plan training at VSH and RHC (see above). We anticipate that the use of consumer 
satisfaction surveys and WRAP can play a strong role in supporting S/R Reduction efforts.  
 
Expenditure of funds  
 
This program will be administered by the newly created Department of Mental Health, formerly 
a Division of the Vermont Department of Health (See section C). It will be subject to the same 
fiscal management and controls as other programs of State government. These include controls 
on the obligation and expenditure of funds, such as competitive bidding for purchases and 
approval processes for authorizing payments to vendors. The Department requires that all work 
hours be positively reported by employees to specific programs and timesheets be reviewed by 
supervisors. The Department uses a Cost Allocation Plan approved by the Division of Cost 
Allocation of the Department of Health and Human Services, to allocate its overhead and leave 
time costs. The Department's Division of Administration provides administrative oversight for 
the program and fiscal reports are provided to program managers. 
 
Barriers to Implementation 
 
There are a number of anticipated barriers to implementation.  As described above, different 
stakeholders have varying levels of satisfaction and dissatisfaction with current efforts to reduce 
S/R, and the grant planning process will be severely hampered without broad stakeholder 
support.  We plan to address this in several ways.  Through the development of the S/R 
Reduction Steering committees, we will re-establish expectations and “ground rules” for the 
planning processes using a consensus-based approach.  As evidenced by the letters of support, 
even those stakeholders who are dissatisfied with the process have expressed a desire to re-
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engage in planning under the right circumstances.  In addition, by using an established, objective 
tool (ISRRI) to assess each organization’s progress regarding the Six Core Strategies, we should 
be able to achieve greater consensus.  Finally, the use of the Involvement and Satisfaction 
Questionnaire (see Section D and Appendix 2) will allow us to better gauge and track 
stakeholder satisfaction with involvement and respond accordingly to identified issues.   
 
Another barrier to implementation at VSH (and RHC to a lesser degree), will be the lack of space 
for the development of calm rooms/multi-sensory treatment rooms.  To address this issue, VSH 
plans to work with Tina Champagne to develop creative solutions to using limited space for 
multiple purposes; Ms. Champagne has worked with other institutions that have had this issue.  
One potential solution involves the creation of “sensory modulation carts” that can be easily 
moved to different spaces to supply consumers and staff with sensory modulation tools.   
 
A third major barrier to implementation will be the challenge of “culture change” among staff at 
both institutions.  While training on specific S/R Reduction Tools can be helpful, staff must fully 
embrace the belief that their current practice can and should be improved to prevent the need for 
S/R.  Achieving culture change can be extremely challenging, and, based on consultation with 
Tina Champagne and other states that have faced this issue, we feel that the use of the 
“Roadmap” training will help to effect this culture change.  However, a certain portion of staff 
will be less likely to fully embrace training from an expert consultant (“She doesn’t work here-
what does she know?” “That may work in other states, but it won’t work here.”).   The creation 
of in-house Sensory Modulation teams to serve as champions to promote the use of specific S/R 
reduction tools should also help with the adoption of this change by diffusing this philosophy 
and method of treatment throughout the institution. When staff see their colleagues promoting 
change and providing effective treatment in new and different ways, they are much more likely 
to adopt that change.  In addition, staff are much more likely to embrace change if they feel they 
are involved and informed regarding the change, so the targeted use of focus groups and the 
Involvement and Satisfaction Survey (see Section D) among staff will provide useful methods for 
getting input from staff and gauging buy-in.   
 
Improvement of Mental Health Services 
 
The use of S/R on an individual can have a number of negative outcomes, including injury to 
staff or consumers, traumatization and/or re-traumatization of the consumer and feelings of 
distrust/anger toward staff using S/R.  The implementation of alternatives to S/R will not only  
help to prevent these negative outcomes, but will also promote self-management of symptoms, 
empowerment, provision of individualized care and a belief that individuals can be supported in 
overcoming even the most severe mental health symptoms.  Not unlike Wellness Recovery 
Action Planning, the use of approaches such as Sensory Modulation focus on developing an 
individualized plan for preventing and managing psychiatric symptoms and avoiding loss of 
control. 
 
It is anticipated that both VSH and RHC will learn a great deal about how to better provide 
individualized, trauma-informed, recovery-focused treatment through this process, and Vermont 
is committed to taking these lessons learned and sharing them with the rest of the mental health 
system.   During the third year of the grant, DMH will ask key staff RHC and VSH to present 
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“lessons learned” to the four general hospitals that provide inpatient psychiatric treatment and 
our community mental health providers. Following the completion of the grant, DMH will work 
with RHC and VSH to make their key staff available to other treatment providers to consult with 
them regarding the implementation of alternatives to S/R 
 
Continuity and Sustainability  
 
Maintaining program continuity and stability when there is a change in the operational 
environment (e.g., staff turnover, change in project leadership) will be paramount to ensure the 
success of this initiative.  Vermont’s approach to address this issue will focus on three specific 
strategies: 1) establishing broad stakeholder ownership of the process, 2) establishing a detailed 
strategic plan with measurable indicators of success, and 3) providing dedicated staffing support 
to the project.  Through the conversion and strengthening of an existing steering committee at 
VSH and RHC, DMH will strive to create well-informed, empowered committees that have the 
ability to hold the project accountable to achieving its goals and objectives.  By creating steering 
committees of empowered leaders, specific individuals participating in grant activities may come 
and go without derailing the overall progress of the project.  The creation of a detailed strategic 
plan will also serve to maintain continuity—as new participants join the process, they will be 
able to use the strategic plan to ensure that grant activities are implemented and evaluated as 
planned by their predecessors.  Finally, it will be crucial for this project to maintain dedicated 
staff (i.e. Project Director and RHC S/R Reduction Coordinator) to support the planning and 
implementation process.  Each of the key participants listed in this grant are involved in many 
different systems improvement initiatives and will find it difficult to devote more than a fraction 
of their time to this initiative on a weekly basis.  Having additional staff dedicated solely to this 
initiative will allow DMH to collect and provide the necessary information and support to the 
other participants so their time is used efficiently and effectively. 
 
The ability to sustain improvements made by this project will be a litmus test under which all 
activities are evaluated.  It is commonly said among inpatient units that they must begin 
discharge planning as soon as someone is admitted to their hospital, and, in similar fashion, this  
initiative must begin planning for the end of funding as soon as DMH receives the grant award.  
Some of the improvements made by this initiative will be easy to sustain.  The creation of 
comfort and multisensory treatment rooms, as well as the purchase of specific sensory 
modulation equipment/tools, will be one-time expenditures and not require ongoing grant 
funding.  Improvements in how S/R data is collected, analyzed and reported will be sustained by 
standardizing changes in procedures at both institutions and using Information Technology staff 
to automate reports.  Changes in how treatment is provided can be harder to sustain when staff 
turn over and there are no longer grant funds to provide intensive training and consultation by 
content experts.  This issue will be addressed in a number of ways.  Both institutions will work 
with the expert consultant and its steering committee to develop/modify clinical practice 
guidelines and protocols for staff.  VSH and RHC will also work with expert consultation to 
incorporate treatment practice guidelines into existing training programs for staff.  In addition, 
through the creation of Sensory Modulation Teams at both institutions, the knowledge and 
responsibility for training and mentoring other staff will rest with a group of existing staff, so 
both organizations will have in-house trainers to promote S/R prevention and reduction practices 
in lieu of relying on expert trainers funded through the grant program.   
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DMH anticipates that the steering committees at both organizations will need to be sustained 
following the conclusion of the grant and is committed to funding stipends for consumer and 
family participants. 
 
It is difficult to predict whether or not the responsibilities of the two grant-funded positions could 
be passed onto to existing staff at both organizations at the conclusion of the grant funding 
period.  As described above, both positions will be involved in supporting institutional changes 
(sensory rooms, changes in policies and training) which may or may not be completed at the end 
of three years.  As such, DMH is committed to exploring other funding sources for these two 
positions should participants in this initiative feel the need to continue funding for the positions 
at the end of the grant period. 

 
Section C: Staff, Management, and Relevant Experience    
    
Project Timeline Year 1 Year 2 Year 3 
 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
Form S/R Steering committees at VSH/RHC 
(DMH/VSH/RHC) 

X            

Recruit/Hire Project Director (DMH) X X           

Recruit/Hire RHC S/R Coordinator (RHC) X X           

Contract with grant evaluator (DMH)  X           

Compete Core Training on Six Core Strategies 
(NAMHSD/Champagne) 

 X           

Complete ISRRI at VSH/RHC (VSH/RHC)   X   X   X   X 

Develop/Update strategic plans for VSH/RHC (PD/SRRC 
& S/R Reduction Steering Committee) 

  X   X   X   X 

Establish Sensory Modulation (SM) Team at VSH/RHC   X           

Intensive Training on SM for SM Team (Champagne)   X X  X  X  X  X 

Begin using SM Team for consultation/practice improvement     X X X X X X X X 

Sponsor “Lessons Learned” Meeting for VSH/RHC (PD, 
SRRC) 

     X    X   

Develop plan for development of VSH SM rooms 
(Champagne/VSH) 

    X        

Develop plan for development of RHC rooms 
(Champagne/RHC) 

    X        

Construction of SM rooms/purchase of SM equipment      X X X X X X X 

Develop Plan for use of “Roadmap” training at VSH/RHC 
(PD, SRCC, Steering Committee) 

  X          

Implement “Roadmap” Training    X  X  X  X  X 

Develop/Finalize Evaluation Protocol (evaluator)  X           

Administer Involvement/Satisfaction survey (evaluator)   X   X   X   X 

Establish regular reports on S/R use for steering committees 
to review (PD, SRRC) 

 X           

Targeted Focus Groups (evaluator)    X    X    X 

Produce final evaluation report (evaluator)            X 

             

Responsible staff/party indicated in parenthesis ( ).  Project Director=PD, RHC S/R Reduction Coordinator=SRRC 
Project Milestones indicated in Bold 
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Capability and Experience of Applicant and Other Participating Organizations 

 
Applicant Organization 

The Vermont Division of Mental Health (DMH) is the applicant organization for this proposal. 
DMH is organizationally located within the Department of Health, one of four departments in 
Vermont’s Agency of Human Services.  As the State’s mental health authority, DMH has 
statutory authority to provide and/or contract for comprehensive mental health Services for 
Vermont’s citizens.  DMH directly operates the Vermont State Hospital (VSH) and contracts 
with ten private, nonprofit designated community mental health agencies (DAs) and five 
community hospitals to provide comprehensive treatment and rehabilitation services to children, 
adolescents and adults across the state.  
 
Vermont has a long and well recognized history of effective consumer and family involvement in 
planning, providing services and in monitoring the effectiveness of public mental health services. 
Inherent in every activity undertaken by the DMH is the presence of consumer and family 
participation for input and feedback.  To solicit input about this proposal from interested 
consumers, family members and advocacy groups, DMH held a public forum on May 2, 2007 to 
invite input from interested parties.  Section A. of this proposal presents the themes that emerged 
at that forum, and letters from stakeholders indicate a range of perspectives on the state’s 
readiness to implement this proposed plan and the varied levels of support that exist among 
interested parties.  Prior to holding the public forum, Division staff wrote and distributed a draft 
conceptual overview of this proposed project to provide interested parties with a framework for 
offering perspectives and suggestions. Although some interested parties interpreted this 
document as a useful way for the Division to demonstrate leadership, others interpreted this as 
the presentation of a completed process that precluded public input. Although varied opinions 
exist about the readiness of Vermont to follow a specific methodology for reducing the use of 
S/R at VSH and RHC, there is common recognition that changes in the ways in which 
challenging or dangerous patient behavior is managed is long overdue.  A significant challenge 
for the early stages of implementing this proposal will be working with interested parties to 
move beyond past history and find common agreement about the need to proceed with the 
planning and implementation of less coercive patient care. DMH believes it can provide the 
leadership to demonstrate credibility and leadership towards true systems change. 
 
In spite of serving a population generally characterized by a lack of racial diversity, the Vermont 
Department of Health has demonstrated its commitment to cultural competency by requiring all 
staff to complete a course on cultural diversity. In addition, an Office of Minority Health exists 
in the Department, and works with all public health and mental health programs to promote and 
be a resource for cultural competency.  The Department has recently appointed the director of 
Vermont’s 12 local public health offices to develop a plan to infuse knowledge and skills about 
cultural competence throughout Vermont’s public health workforce. 
   
To improve the visibility and importance of mental health services in Vermont and elevate the 
organization within the executive branch, the Vermont Legislature has passed a bill to create an 
autonomous Department of Mental Health effective July 1, 2007.  The newly created Department 
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of Mental Health will remain connected to the Vermont Department of Health for operational 
and business processes such as business, IT and personnel functions.  This will enable the new 
Department to benefit from the rich array of operational functions available at the Department of 
Health and necessary to effectively manage the mental health provider system. This 
organizational change will enhance the ability to effectively implement the proposed project 
because it will provide Vermont’s mental health system with Department-level status, 
Commissioner-level authority and improved access to the Secretary of Human Services.  The 
latter is a key cabinet member who is responsible to the Governor for improving human services 
so they are delivered in a manner consistent with principles of respect, client-self determination 
and empowerment. The new Department will retain the legal and mental health research and 
statistics units that have been essential functions for the provision and oversight of public mental 
health services in Vermont.  
 
Public-Academic Partnership  The Division of Public Psychiatry was created in 2004 as a public-
academic liaison between the Vermont Department of Health (VDH) and the Department of 
Psychiatry, University of Vermont College of Medicine/Fletcher Allen Health Care.  The goal 
was to create a partnership with the University in order to improve mental health services in 
Vermont, and to facilitate recruitment and retention of high caliber psychiatrists to serve as 
leaders in the provision of services in the public sector. The Division of Public Psychiatry is 
dedicated to promoting mental health care as excepted public value with a clear set of 
expectations related to individuals’ health, family well-being, and the public good.   
 
Participating Organizations 

Vermont State Hospital.  Vermont State Hospital (VSH) is Vermont’s only state-run 
psychiatric hospital for adults with serious mental illness. Section A presents a detailed 
description of VSH, the demographics of people served and some of the challenges it has faced 
in implementing systematic alternatives to S/R. As acknowledged and discussed in Section A, 
some controversy currently exists about the specific strategies that are needed to reduce the use 
of restraint and seclusion at VSH.  Nevertheless, Division of Mental Health Leadership, key staff 
at VSH, and various advocate and consumer groups stand committed to overcome past thwarted 
change efforts and collaborate to follow the Six Core Strategies to create a strategic plan and a 
sustained culture shift at the hospital. 
 
As state employees, all VSH staff are required to complete training courses on cultural 
competency.  In addition, VSH staff must complete a training on age-specific competencies for 
working with people with mental illness, and pass an annual test on se competencies.  The VSH 
has access to translator services and has an in-house expert who consults on issues related to 
gender and sexual orientation. Staff needing additional information related to cultural 
competency have access to the Department’s Office of Minority Health as well as the Vermont 
Refugee Resettlement Program of the Agency of Human Services. With an awareness of the 
impact of trauma on the lives of many Vermonters served by the Agency of Human Services, the 
Agency Secretary created a statewide Trauma Coordinator to work with departments for the 
delivery of trauma-informed services. This coordinator is available to VSH staff for consultation 
about trauma and strategies for avoiding the re-traumatization of people served. 
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Retreat Healthcare   RCH is a not-for-profit, JACHO accredited, regional specialty mental 
health and addictions treatment center providing a full range of diagnostic, therapeutic and 
rehabilitation services for children, adolescents and adults. RHC functions as the Vermont State 
hospital for children and adolescents, specializing in the treatment of complicated psychiatric 
disorders. RHC employs the largest staff of specialty-trained child psychiatrists in the region and 
a range of highly-skilled multidisciplinary professionals committed to improving treatment by 
reducing coercion. Section A of this proposal presents a more detailed description of this hospital 
and it past preparations for implementing the Six Core Strategies necessary to create a coercion-
free clinical environment.  
 
RHC prides itself on incorporating concepts of cultural competence into its orientations and 
training programs in spite of serving a primarily homogenous population of white, non-Hispanic 
origin. In recent years RHC has served some patients who are members of a racial minority, and 
it has always served patients with non-traditional sexual orientations.  The orientation program 
for new clinical staff addresses diversity,  and Retreat managers have all undergone a cultural 
diversity workshop.  More recently, RHC has served children of international births who have 
been adopted by Vermont families. In an effort to effectively serve these children, RHC has 
recruited the School for International Training to assist staff in understanding the culture from 
which these children have originated.  More recently, RHC has begun a dialogue with a local 
community organization, ALANA (African American, Latino, Asian and Native Americans), in 
an effort to meet the needs of patients in the institution’s residential and inpatient adolescent 
programs who are members of minority groups.   
 
Project Leadership and Staff: Roles, Qualifications, Experience, and Levels of Support.   
 
The statewide leadership and direction for this proposed project will emanate from the newly 
constituted Department of Mental Health with an identified Principle Investigator for the project 
and a Project Director, both of whom will report directly to the Commissioner of Mental Health. 
The project’s direct reporting relationship to the Commissioner will ensure support and 
leadership at the highest level, and a demonstrated commitment to the institutional culture 
change that will be necessary for creating and sustaining effective alternatives to restraint and 
seclusion within the two participating institutions. William McMains, MD, Medical Director for 
DMH will serve as the Principle Investigator (PI) for the project and a Project Director will be 
hired to direct the program’s implementation at VSH and work with RHC to ensure the project’s 
success. The Project Director will be located at VSH and will also assume some coordination 
duties associated with project planning and implementation at that hospital.   DMH proposes to 
use SAMHSA grant funds to award a planning grant to RHC with which a S&R Reduction 
Coordinator will be hired. The following will describe the roles, qualifications, experience and 
levels of effort for the involved DMH staff and the key staff involved in project planning and 
implementation at each institution. 

Project Leadership at the Division of Mental Health 
 
Commissioner of Mental Health  When the Division of Mental Health becomes a Department 
of Vermont state government in July, 2007, it will be led by an Governor-appointed  
Commissioner of Mental Health.  Michael Hartman, MSW, currently Deputy Commissioner for 
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Mental Health in the Vermont Department of Health, is likely to be appointed to the position of 
Commissioner, and has been responsible for the leadership associated with the development of 
this proposal.  Michael Hartman has extensive experience in directing public mental health 
systems and in implementing programs that embrace principles of respect, client-directed 
services and coercion-free environments.  His resume is included in Section G of this proposal. 
Principle Investigator    William McMains, MD, Medical Director, Division of Mental Health. 
Dr. McMains has been the Medical Director of the Division since 1991, and works closely with 
the Commissioner and key staff at Designated Agencies, VSH and RHC to develop statewide 
standards of care and assure that clinical practice standards are consistent with empirically-based 
research. Dr. McMains is board certified in general psychiatry, trained in both child psychiatry 
and administrative psychiatry, and holds clinical appointments as a Professor of Psychiatry at 
both the University of Vermont and at Dartmouth Medical School. Ten percent of Dr. McMains' 
time will be devoted to this project as an in-kind commitment to this change process. His CV 
appears in Section G.   
Project Director    A Project Director will be hired to oversee the S/R Reduction grant activities, 
as well as plan and direct the program’s implementation at VSH. This individual will coordinate 
the use of expert training and consultation and will ensure proper collection and reporting of 
project data at VSH.  In addition to overseeing all grant activities for the project, the Director 
will assume coordination duties associated with project planning and implementation at VSH.  
The Project Director will oversee the grant award to RHC and work closely with the leadership 
of that organization to facilitate successful implementation of sustainable changes.  This person 
will have a demonstrated history of change-leadership and successful program implementation 
experience, and will report directly to the Commissioner of Mental Health.  The level of effort 
will be 100%, and will be supported in its entirety by this grant.  A position description outlining 
the unique qualifications required for this position appears in Section G.  Recruitment of this key 
project leader will begin immediately following notification of the grant award.  
Expert Consultant   Tina Champagne, M.Ed., OTR/L  Tina is a nationally recognized 
Occupational Therapist who has specialized in developing, implementing and training mental 
health programs in the area of reducing alternatives to restraint and seclusion. She is widely 
regarded as an expert in the use of sensory-based approaches such as sensory modulation for 
reducing coercion in mental health institutions. This proposed project will employ the expertise 
of Ms. Champagne to work with both VSH and RHC to develop a strategic plan for reducing S/R 
in each facility.  She is knowledgeable about the Six Core Strategies and will use this approach 
to help leadership create the systems change necessary in each institution to reduce S/R. Ms 
Champagne has done considerable work with RHC in the past, and her techniques, particularly in 
the area of sensory modulation, are recognized and respected by the VSH team responsible for 
implementing change there.  Ms. Champagne, whose resume appears in Section G, will provide 
the equivalent of 20 days of consultation per year to this project, and her involvement will be an 
essential element of this projects success. 
Project Evaluator  A project evaluator will be hired on contract to guide the refinement of the 
evaluation described in Section D.  This individual will work closely with key project leaders 
and the two steering committees to design, conduct, analyze and interpret the findings of the 
various evaluation methods.  The evaluator will have demonstrated experience in both 
quantitative and qualitative evaluation of programs in clinical settings. This person will also 
conduct the focus groups and will collaborate with the Independent Evaluator. 
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Key Project Staff at Vermont State Hospital 
 
VSH Project Principle: Thomas A. Simpatico. MD, Medical Director, The Vermont State 
Hospital.  Dr. Simpatico is an Associate Professor of Psychiatry at the University of Vermont 
College of  Medicine and is the Director of the Division of Public Psychiatry at U.V.M.’s 
College of Medicine. Sr. Simpatico has a keen interest in the research and application of sensory 
modalities to assist patients in self-regulating behaviors. Ten percent of Dr. Simpatico’s time will 
be an in-kind contribution to this project.. 
VSH Executive Director   Terry Rowe, LICSW.  Ms. Rowe has been the executive leader of 
VSH since 2004, and is responsible for planning, directing, coordinating and monitoring all 
operations at VSH including but not limited to strategic planning, development of hospital-wide 
initiatives, quality assurance and improvement, care and treatment standards, business 
operations, policies and procedures. It will be her responsibility to lead  hospital staff in the 
development of a strategic plan for implementing the Six Core Strategies necessary to attain 
sustained culture change at VSH. Ms. Rowe has extensive experience in administration and 
supervision of residential facilities, including 5 years as the superintendent of a 45-bed 
correctional facility for female offenders.  Ms. Rowe’s level of effort for this project will 5%, an 
in-kind contribution. 
VSH  Sensory Modulation Team:   The following VSH staff comprise the clinical leadership 
team at VSH and will be working closely with the Project Director, Dr. Simpatico, and Tina 
Champagne to develop and implement a strategic plan for the use of sensory modulation to 
reduce S/R.  

• Quality Manager for Clinical Services   R. Scott Perry, R.N., CMHC, M.Ed. Mr. Perry 
has extensive experience in Quality Management in psychiatric in-patient settings. He 
manages all quality data for VSH and analyzes these data to identify patterns and trends 
of, among other things, the use of S/R at the hospital. He also assists with the 
development of protocols to reduce the use of S/R 

• Director of Nursing  Anne Jerman, APRN, Nursing   Ms Jerman’s knowledge of the 
patient, staff and treatment culture will enable her to effectively lead her staff in the 
changes that this project will require. Anne will be responsible for directing the training 
and education of VSH nursing staff as they strive to learn and utilize the sensory-
approaches for managing challenging behavior.  Anne will be a key link between Tina 
Champagne and the nursing staff. 

Key Project Staff at Brattleboro Retreat 
 
Retreat Healthcare Project Principle   Linda Rice, MSN, APRN, Vice President of Patient 
Care at Retreat Healthcare.  She has worked at RHC for 10 years during which time she managed 
the Medical Clinic prior to assuming the role of VP of Patient Care. She has been actively 
involved in providing leadership to RHC’s Senior Clinical Leadership Team in their efforts to 
implement RHC’s S/R activities.  In serving as RHC’s project Principle, Ms. Rice will exert the 
leadership necessary to revise RHC’s strategic plan for reducing S/R and oversee RHC’s 
implementation of that plan  By working closely with the Project Director, Tina Champagne, 
RHC’s Seclusion and Restraint Reduction Coordinator and the RHC Clinical Leadership Team 
to successfully create that institutional changes identified in this proposal.  Her CV appears in 
Section G.  Her Level of Effort will be 10% and will be an in-kind contribution to the project. 
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S/R Reduction Coordinator   A Coordinator will be recruited to coordinate the organizational 
and clinical changes needed to successfully implement the creation of alternatives to R&S at 
RHC. The Coordinator will become and will serve as the in-house expert on Sensory Modulation 
approaches, coordinate staff training and supervision relative to the model, assume responsibility 
for collecting and reporting all project data and work with staff at all levels of the institution to 
identify and address barriers to implementation of S/R reduction activities.  This individual will 
have demonstrated experience in leading clinical change efforts and in working with leadership 
to create the appropriate organizational environment necessary for change.  This individual will 
report directly to Linda Rice and will work closely with the Project Director to ensure that RHC 
complies with the provisions and plans for this proposal’s implementation.  This individual will 
be recruited subsequent to the awarding of the grant, and will be dedicated to and supported by 
grant funds on a full-time basis. A description for this key grant-supported position appears in 
Section G. 
Retreat Sensory Modulation Team:   A highly qualified multi-disciplinary team of Retreat 
clinical staff will be assigned to work with Linda Rice, the Project Director, Tina Champagne 
and the S/R Reduction Coordinator to train and supervise RHC clinical staff on the use of 
sensory modulation techniques. These key clinical personnel and their respective roles are as 
follows:  

• Gregory Miller, MD, MBA  Vice President for Medical Affairs 
• Tim Jungclaus, BA in Outdoor Recreation/Outdoor Education, CPRP - Certified Parks 

and Recreation Professional. Mr. Jungclaus is the Director of Retreat’s Therapeutic 
Services Department.  

• Gwynn Yandow Flood, LICSW , Director of Social Services 
 
AVAILABLE RESOURCES FOR PROPOSED PROJECT 

Vermont State Hospital    
In addition to the contribution of the valuable in-kind resources identified above, VSH has 
committed to working with Tina Champagne to find creative ways to convert limited existing 
space to accommodate the creation of one calm room each year over the duration of this project.  
This calm room space will be decorated and furnished with sensory modality supplies that have 
been empirically demonstrated to calm patients experiencing escalating anxiety and fear.  
Previously, these behaviors might have resulted in the use of coercive interventions such as 
involuntary emergency medications, seclusion or restraint.  Grant funds will be used to renovate, 
decorate and furnish these rooms.   
 
Currently, VSH tracks, aggregates and reports data about the use of emergency involuntary 
procedures using Quantros incident and risk management software.   The implementation of this 
project will involve linking this data with the PsychConsult data system which tracks hospital 
admissions, discharges and transfers.  An essential task will be the development of improved 
methods for identifying trends of patient incidents, staff involvement and other useful 
information for understanding patterns of involuntary procedures.  Forms and processes for 
documenting the use of emergency involuntary procedures are currently in place at VSH, but a 
process to review the completeness and quality of documentation needed to justify the use of 
these procedures will be necessary.  
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Brattleboro Retreat    
RHC has done the groundwork necessary to finalize and implement a strategic plan for reducing 
the use of S/R thought it’s units.  Highly knowledgeable experts at RHC who have been trained 
in sensory modalities with experts such as Tina Champagne have conducted in-house trainings to 
raise awareness about the meaning and adaptive nature of patient behavior that might lead to 
R/S.   
 
RHC is eager to further advance its efforts to create a coercion-free environment and has 
identified available space for the creation of calm rooms to employ sensory modulation 
techniques.  As with VSH, grant funds will be used to renovate, decorate and supply these three 
rooms (one per year) with the tools necessary to implement this evidence-based approach to 
modifying behavior. 
 
Section D: Performance Assessment and Data  
Evaluation Plan: Using Data for Continuous Quality Improvement 
 
DMH’s evaluation of this grant initiative will be based on a continuous quality improvement 
approach, (CQI)) in which evaluation data both on the process and the outcomes of the project 
will be regularly fed back into the planning process to better inform the implementation of the 
grant.  Our evaluation will attempt to answer the following four questions: 
 
Evaluation Question 1:    Did stakeholders feel involved and satisfied with the process? 
As described above, this systems improvement process will require meaningful involvement of 
various stakeholders to ensure its success.  As such, the evaluation of this project will include a 
formalized process to measure participant’s level of involvement and satisfaction with the 
process.  In previous consensus-building and systems improvement initiatives, DMH has 
developed and used a survey called the Involvement and Satisfaction Questionnaire (see 
Appendix 2).  This survey consists of 12 items, 11 fixed alternative items and one open-ended 
comments question that assess if project participants felt involved in the process, if they had the 
key information to make decisions, and if they were satisfied with the team’s process.  
DMH will work with a grant evaluator (to be hired) to modify this instrument for the purposes of 
this grant.  This instrument will be distributed and collected at six month intervals among key 
participants in the grant, including members of the steering committees.  Results of the survey 
will be compiled and reported back to the steering committee, and, based on the results, the 
steering committee will be empowered to make recommendations regarding needed 
improvements.  In the event that a key participant drops out of the process, that participant will 
be asked to complete the survey, and the results will be shared with the appropriate steering 
committee. 
 
Evaluation Question 2:   How well were SAMHSA’s Six Core Strategies Implemented? 
To answer this evaluation question, DMH plans to use the Inventory of S/R Reduction 
Interventions (ISRRI – See Appendix 2)) to measure progress towards the implementation of 
SAMHSA’s Six Core Strategies.  The ISRRI is a tool for measuring, in standardized form, the 
nature and extent of interventions implemented for the purpose of reducing S/R at a particular 
facility.  The ISRRI is a fidelity scale developed specifically for the evaluation of States’  
implementation of the Six Core Strategies to Reduce S/R. It measures the extent to which a 
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program adheres to the guidelines contained within the Six Core Strategies.  VSH and RHC will 
self-administer the ISRRI, with the help of the grant evaluator, and use the results of the survey 
to establish a baseline from which to measure progress.  Results of the survey will be presented 
to the respective S/R Reduction Steering Committee and will be used in the development of a 
strategic plan.  The instrument will be re-administered again at the beginning of year 2 and 3 to 
provide evaluation feedback to the project regarding progress.  The ISRRI will also be 
administered at the end of the grant to evaluate progress over the course of the entire grant. 
The strategic plans for VSH and RHC will set specific, measurable six month and 1 year 
indicators of success.  At six month intervals the steering committee will meet with the evaluator 
to assess and review the achievement of indicators of success, and the results of that assessment 
will be used to gauge progress towards the Six Core Strategies.  Both organization’s strategic 
plans will need to be updated at six to 12 month intervals, based on the results of ISRRI. 
 
Evaluation Question 3:   Was Vermont Able to Reduce the Use of S/R? 
As described above, both organizations are currently collecting and reporting on the use of S/R 
within their institution.  Both VSH and RHC regularly produce and review reports on the number 
of hours of restraint, episodes of restraint, seclusion and emergency involuntary medication, and 
rates of injury for staff and patients. These numbers are compared with national rates.  For the 
purposes of this grant, the S/R Reduction Steering Committees will review these rates to measure 
progress towards the reduction of S/R.  At the beginning of grant activities, each steering 
committee will review existing reports and other available data and make recommendations 
regarding other data that may be useful for measuring progress towards S/R reduction. 
 
Evaluation Question 4:   What factors contributed to successful implementation of the Six 
Core Strategies and the reduction of S/R? 
Vermont has had extensive experience with the implementation of evidence-based practices and 
other systems improvement grants (e.g. COSIG), and with each of these initiatives we have used 
different methods for documenting what factors contribute to successful implementation.  We 
have found that the most effective method to identify these factors is through the use of targeted 
focus groups made up of different stakeholders.  The improvement of a system or organization is 
a complex process involving multiple interventions at all levels of the system, and the use of 
qualitative focus groups have provided us with the most useful evaluation data.  Given the small 
percentage of grant funds available for evaluation, we believe the use of focus groups will be the 
most cost-efficient method for identifying factors that contributed to successful implementation.    
 
The grant evaluator will conduct focus groups composed of different stakeholders, including 
institutional staff, members of the S/R Reduction Steering Committee, former patients and 
advocates to review evaluation data regarding the grant’s progress and discuss factors 
contributing to achievement of grant goals. 
 
The VSH EIPRP committee has been creating and reviewing reports that show the date of 
specific organizational interventions (e.g. creation of the EIPRP committee, staff training) and 
how the timing of the intervention corresponds with rates of S/R.  For example, a recent report 
indicated a decrease in the use of S/R following the creation of the EIPRP committee over a six 
month period.  Timelines such as this can be helpful to examine the application of specific 
organizational interventions and any effect the intervention might have had on S/R use.  Dr. Tom 
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Simpatico, medical director of VSH and originator of the EIPRP, will work with both S/R 
Steering Committees to produce reports which include key implementation events in comparison 
with S/R rates.  While these types of reports cannot prove causation, they are nonetheless useful 
evaluation data to include in the quality improvement process and can provide information on 
what factors may be contributing to successful implementation. 
 
Collection and Reporting of Required Performance Measures 
 
DMH is committed to providing the required GPRA performance measures on infrastructure 
development to SAMHSA.  Vermont is currently implementing a Co-Occurring Disorders State 
Incentive Grant and has been in compliance with reporting all required performance measures.  
While we anticipate that all of the evaluation components will contribute to the collection of 
performance data regarding the domains outlined in the RFA (policy development, workforce 
development, financing, organizational restructuring, accountability, types/targets of practice, 
and cost efficiency), we expect that the use of the ISRRI and a well-documented strategic 
planning process will provide a wealth of data regarding infrastructure development.  The grant 
evaluator will assist in the collection of this GPRA data using data collection instruments 
developed by SAMHSA.  The Project Director and the RHC S/R Reduction Coordinator will be 
responsible for distributing the SAMHSA-developed workforce development training data 
collection instruments at any relevant training and the Project Director will be responsible for 
electronically submitting all GPRA data using the TRAC system.  GPRA data reports will also 
be shared with the VSH and RHC S/R Steering Committees as part of the CQI process.  
 
Independent Evaluator 
 
We anticipate that the national independent evaluator of the S/R Reduction grantees can play a 
key role in support of Vermont’s evaluation efforts.  If Vermont’s application is funded, the 
Project Director and Vermont’s grant evaluator will work with the national independent 
evaluator to identify different ways in which the independent evaluator can supplement and 
enhance Vermont’s evaluation plan.  Vermont has already consulted with the Human Services 
Research Institute, the national evaluator for the current S/R Reduction SIG grantees, and 
discussed several different ways in the national evaluator could assist with Vermont’s evaluation.  
These include:  1) consultation/assistance in administering and analyzing the results of the 
ISRRI, 2) consultation in determining strategies for achieving goals and tracking progress in 
achieving goals using indicators of success, 3) provide ongoing feedback on implementation 
milestones (management support) based on ISRRI, 4) assistance in the development of measures 
for quantitative information on outcomes of interest, (e.g. monthly S/R rates, GPRA/NOMS 
measures) to assess the effect of the intervention, 5) assistance in identification of 
program/contextual factors that may be associated with outcomes, 6) assistance in development 
of data analysis plan (e.g. time series analysis showing changes in rates of S/R in relation to 
success in implementing program model), 7) assistance in improving methods for data 
submission, 9) assistance in development of  approaches for and analysis of qualitative 
assessment (e.g. focus groups) and 10) assistance  in analysis of qualitative data (focus groups).  
We commit to working with whatever organization is chosen to provide whatever information is 
requested to support cross-grantee evaluation.  We also look forward to reviewing the results of 
any cross-state comparison and will use that data to improve our implementation process.
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SECTION F - Budget Justification/Existing Resources/Other Support 
BUDGET - YEAR ONE 

    
Personnel    
   Salary 

Job Title Annual Salary Level of Effort (FTE) Requested 
Project Director (PG 26) $                47,403 1 FTE  $            47,403 
    
    $            47,403 
    
Fringe Benefits (30%)    $            14,221 
    
Overhead/Admin - Indirect Costs (45% of salaries)   $            21,331 
    
Travel    
Grant-related travel for grantee meetings in Washington, 
D.C.   
for Project Director & S/R Reduction Coordinator   
   Airfare ($600/person x 2 people x 1 trips/year)`  $                    1,200   
   Lodging ($200/person x 2 people x 3 nights  $                    1,200   
   Meals & Other  $                       250   
   $                    2,650   
    
Instate Travel for Project Director    $                    4,000   
    
    $              6,650 
Equipment    
Sensory Modulation Equipment Purchase (e.g. glider   
rockers, weighted vest/blankets, bubble lamps, carts)   $            10,000 (*in-kind)  
*Vermont will use state general fund to     $                   -   
pay for this    
Other    
VSH Physical Plant Renovations (creation of multi-sensory   
treatment/calm rooms)    $         20,000 (*In-kind)  
*Vermont will use state general fund to     $                   -   
pay for this    
In-State Meeting Expense/Other    
Steering Committee Meeting Expenses:    
Stipends/Mileage for Consumer/Family Participants   
2 Committees X 4 Participants X $75/Meeting X 8 meetings  $                    4,800   
    
Cross-Site Training meetings between VSH and    
Brattleboro Retreat ($2000/Meeting X 2 meetings/year)  $                    4,000   
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Training materials production and purchase  $                       500   
   $              9,300 
    
Consultant Costs/Other    
Tina Champagne    
  Consultant fee (20 days @ $900/day)     $                   18,000   
  Consultant Expense (10 visits @ $500/visit)  $                    5,000   
   $                   23,000   
    
Grant Evaluator    
  Consultant fee (14 days @ $750/day)     $                   10,500   
  Consultant Expense (mileage, phone)   $                    1,500   
(Less than 20% of the total grant award will  $                   12,000   
be used for data collection and performance    
assessment)    $            35,000 
    
Planning Grant to Retreat Healthcare   
S/R Reduction Coordinator (salary + fringe)  $                   50,000   
Sensory Modulation Equipment Purchase (e.g. glider   
rockers, weighted vest/blankets, bubble lamps, carts)  $                   10,000   
Physical Plant Renovations (e.g. creation of multi-sensory   
treatment/calm rooms)    $                   20,000   
   $                   80,000   
    
    $            80,000 
    
 TOTAL YEAR ONE:  $          213,905 
    
 
 
JUSTIFICATION 
 
PERSONNEL 
 
Project Director:  A Project Director will be hired to oversee the Seclusion and Restraint 
Reduction grant activities, plan and direct the program’s implementation at both VSH and RHC, 
coordinate the use of expert training and consultation, ensure proper collection and reporting of 
project data and coordinate the sharing of project operational successes and challenges between 
VSH and RHC. The Project Director will have a demonstrated history of change-leadership and 
successful program implementation experience, and will report directly to the Commissioner of 
Mental Health.  Working closely with Principal Investigator Dr. McMains, the Director will be 
located at VSH and will also assume some coordination duties associated with project planning 
and implementation at that institution.  In addition, the Project Director will oversee the grant 
award to RHC and work closely with the leadership of that organization to facilitate successful 
implementation of sustainable changes.  The Project Director’s level of effort will be 100%, and 
will be supported in its entirety by this grant.   
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FRINGE BENEFITS 
 
The actual cost of fringe benefits (not a fringe-benefit rate) will be reported as a direct cost of the 
program. The actual cost of fringe benefits varies from employee to employee based on salary, 
employee choice of health care plan, and employee election of certain other benefits. The usual, 
major components of this cost are FICA at 7.65% of salary, retirement at 9% of salary, and a 
portion – 80% for medical, 75% for life and 100% for dental - of the actual costs of the medical, 
dental and life insurance coverage selected by the employee. The cost of each employee's fringe 
benefits will be allocated to the program based on hours worked in the program relative to all 
hours worked by the employee. Based on the current cost of fringe benefits for employees in 
similar programs, we are estimating the cost of these fringe benefits at 30% of salary. 
 
OVERHEAD /ADMINISTRATIVE COSTS 
 
The Vermont Department of Health uses a Cost Allocation Plan, not an Indirect Rate. This Cost 
Allocation Plan was approved by the U.S. Department of Health and Human Services effective 
October 1, 1987. The Cost Allocation Plan summarizes and allocates actual, allowable costs 
incurred in the operation of the program. These costs include items often shown as direct costs, 
such as telephone and general office supply expenses, as well as items usually included in an 
indirect rate, such as the cost of office space and administrative salaries. These costs are 
allocated to the program based on the salaries and wages paid in the program relative to the total 
salaries and wages paid in the department overall. Because these are actual costs, unlike an 
Indirect Cost Rate, these costs will vary from quarter to quarter and cannot be fixed as a 
percentage of program costs. Based on recent experience with similar programs, we would 
estimate these allocated costs at 45% of the direct salary ("Personnel") line item.  
 
TRAVEL – Given the responsibilities of the Project Director, he or she will be required to travel 
extensively from the Vermont State Hospital in Central Vermont to Retreat Healthcare in 
Southeast Vermont. 
 
EQUIPMENT 
 
In support of the implementation of Sensory Modulation Approaches, Vermont plans to purchase 
specific equipment that is used with the model to aid patients in psychiatric crisis.  This 
equipment could include bubble lamps, glider rockers, rocking chairs, beanbag chairs, 
TV/VCR/DVD, CD’s and players, ipods, wall murals, therapy balls, weighted vest/blankets, and 
sound machines, as well as carts for transporting the equipment to different wards at the hospital.  
The purchase of this equipment will be provided by the Vermont Division of Mental Health 
 
SUPPLIES - None 
 
OTHER 
 
VSH Physical Plant Renovations: To support the implementation of Sensory Modulation 
approaches, the Vermont State Hospital will consult with a consultant to modify existing space 
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and create “calm rooms” and multi-sensory treatment rooms.  Funds will be used for renovations 
to existing space.  Cost is based on estimates provided by an architectural consultant currently 
working with the state of Vermont (Frank Pitts – Architectural Plus) 
 
In-state Meeting Expense - Steering Committee Meeting Expenses:  Stipends for participation 
and mileage reimbursement will be provided to consumer participants of the two S/R Reduction 
Steering Committees 
 
In-state Meeting Expense - Cross-Site Training Meetings: Vermont will host two cross-site 
meetings between VSH and RHC to share lessons learned and participate in joint training.  Funds 
will cover the cost of the meeting space, food/beverages, and reproduction of training materials 
(copying, folders, etc.) 
 
Consultant Cost – Tina Champagne: Ms. Champagne will provide expert consultation on 
Sensory Modulation techniques and the application of SAMHSA’s Six Core Strategies to Reduce 
S/R 
 
Consultant Cost - Grant Evaluator: Vermont will hire an independent evaluator to complete 
grant evaluation activities.   
 
Planning Grant to Brattleboro Retreat: DMH will provide a planning grant to Retreat Healthcare 
to fund different S/R Reduction activities.   RHC will use the funds to hire a S/R Reduction 
Coordinator, purchase sensory modulation equipment (described above under “Equipment”) and 
make renovations to their physical plant to create calm rooms and multi-sensory treatment rooms 
(described above under VSH Physical Plant Renovations). 
 
 
INDIRECT COST RATE – See OVERHEAD/ADMINSTRATIVE Costs above.   
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Calculation of Future Budget Periods 

    
 First 12-month  Second 12- month Third 12-month 
 Period Period Period 
Personnel    
Project Director (PG 26) *  $             47,403   $             48,351   $            49,318  
    
Total Personnel  $             47,403   $             48,351   $            49,318  
*Assumes 2% Raise in Salary each year    
Fringe Benefits (30%)  $             14,221   $             14,505   $            14,795  
    
Overhead/Admin   $             21,331   $             21,758   $            22,193  
    
Travel    
Grant-related travel for grantee meetings  $               2,650   $               2,650   $              2,650  
In-state Travel for Project Director   $               4,000   $               4,000   $              4,000  
    
Equipment    
Sensory Modulation Equipment  $    10000 (in-kind) $     7,000 (in-kind) $    4,500 (in-kind)
Other    
VSH Physical Plant Renovations **  $   20,000 (In-kind)  $   20,000 (In-kind)  $   20,000 (In-kind) 
**VSH will create one "calm room" per year   
In-State Meeting Expense/Other    
Steering Committee Meeting Expenses:  $               4,800   $               4,800   $              4,800  
Cross-Site Training Meetings  $               4,000   $               4,000   $              4,000  
Training Materials  $                  500   $                  500   $                 500  
    
Consultant Costs/Other    
Tina Champagne  $             23,000   $             23,000   $            23,000  
    
Grant Evaluator  $             12,000   $             12,000   $            12,000  
    
Planning Grant to Retreat Healthcare    
S/R Reduction Coordinator***  $             50,000   $             51,000   $            52,020  
Sensory Modulation Equipment   $             10,000   $               7,000   $              4,500  
Physical Plant Renovations****  $             20,000   $             20,000   $            20,000  
***Assumes 2% Raise in Salary each year   
****RHC will create one "calm room" per year   
TOTAL COSTS  $           213,905   $           213,564   $          213,777  
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SECTION G: BIOGRAPHICAL SKETCHES AND JOB DESCRIPTIONS 
 

POSITION DESCRIPTIONS FOR KEY PROJECT STAFF 
 

The proposed project will involve the recruitment and hiring of two key staff described in 
Section C of the proposal narrative.  The following sets out the responsibilities and qualifications 
for these prospective project leaders. 
 

PROJECT DIRECTOR 
The Project Director will oversee the Seclusion and Restraint Reduction grant activities and will 
serve as a liaison between the Commissioner of Mental Health, the Principle Investigator and the 
project staff leaders at both VSH and the Retreat.  This position will also be responsible for 
coordinating S/R reduction activities at VSH.  This individual will be a state employee, and will 
be recruited upon notification of the grant award. 
 

Major Job Duties and Responsibilities 
 
• Oversee the planning, implementation and coordination of grant activities 
• Work closely with both VSH and the Retreat to guide the development of a strategic plan 

that incorporates the 6 core Strategies. Both plans should be reviewed and updated 
annually to reflect project progress and experience 

• Work closely with both institutions to develop data collection methods and ensure that 
routine program data is collected, analyzed and reported. 

• Coordinate the expert consultation of Tina Champagne, OTR, to maximize the use of her 
time to teach and train each institution about effective, empirically-based organizational 
and clinical strategies for reducing restraint and seclusion. 

• Facilitate communication between VSH and the Retreat to share information about 
project successes, challenges and effective strategies for accomplishing the goals of the 
project. 

• Maintain an effective presence at DMH, VSH and the Retreat to ensure project visibility 
and stimulate and sustain the engagement of key staff in the change process 

• Manage reporting obligations to SAMHSA and communication between the 
Commissioner’s office, the two participating hospitals and interested stakeholders 

• Serve as the S/R Reduction Coordinator for VSH 
 

Skills, Qualifications and Experience 
 
• Demonstrated experience as change leader 
• Demonstrated effectiveness in program development, implementation and management 
• Knowledge of and experience with people with acute severe mental illness 
• Understanding of data collection and analysis methods 
• Effective verbal and written communication skills 
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RETREAT HEALTHCARE SECLUSION AND RESTRAINT 
 REDUCTION COORDINATOR 

 
Major Job Duties and Responsibilities 
 
Although located at the Retreat in Southeastern Vermont, this position will report to the 
Project’s Director  
 
• Work with the Project Director, the Retreat Project Principle, and the Retreat’s Senior 

clinical Leadership Team to coordinate the finalization of a strategic plan for reducing 
Seclusion and Restraint at the hospital.  

• Oversee the revision of Retreat protocols, procedures and documentation requirements 
related to the use of involuntary procedures  

• Facilitate and oversee data collection methods and ensure that routine program data is 
collected, analyzed and reported at the retreat 

• Work with S/R reduction Tina Champagne to understand sensory modulation techniques 
and serve as the in-house expert on these approaches. 

• Coordinate Retreat staff training and supervision relative to the model, and work with 
staff at all levels of the institution to identify and address barriers to successful reduction 
of S/R 

• Facilitate the Retreat S/R Reduction steering committee. 
• Work with the Retreat PI and the Project Director to ensure that the hospital complies 

with the provisions and stated plans for this proposal. 
• Identify organizational needs for and operational barriers to successfully reducing the use 

of involuntary procedures at the Retreat, and communicate these to the Retreat Project PI 
and to the Project Director 

• Actively participate in the preparation and distribution of grant reporting requirements 
pertaining to this project 

 
Skills, Qualifications and Experience 
 
• Professional training in Occupational Therapy, Nursing, Activities Therapy or other 

clinical profession 
• Experience in the operation of in-patient services to people with severe mental illness 
• Demonstrated experience in successful program development, implementation and 

management 
• Knowledge of and experience with people with acute severe mental illness 
• Understanding of data collection and analysis methods 
• Effective verbal and written communication skills 
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COMMISSIONER OF HEALTH 
(Effective 7/1/07; Formerly Deputy Commissioner for Mental Health, VT Department of Health) 

 
MICHAEL HARTMAN, 

M.S.W. 
Licensed Clinical Mental Health Counselor 

 License # 068-0000293 
28 Pleasantview St. 

Montpelier, Vermont 05602  
802-229-4477 

 
EDUCATION  
 
University of Vermont, Burlington, Vermont. Completed Masters of Social Work degree with a 
concentration in Health/Mental Health 5/98.  
Goddard College, Plainfield, Vermont. Bachelor of Arts, Graduated 1982.  
 
LICENSURE  
 
Licensed Clinical Mental Health Counselor 12/19/96 - 1/31/2007 License #068-0000293  
 
EMPLOYMENT 
 
01/07 – Present, Deputy Commissioner for Mental Health, Vermont Department of Health 
 
10/06 –01/07 Executive Program Director, Collaborative Solutions Corporation,  
P.O Box 69, Montpelier, VT 
 
CSC is a new service provider with the goal of establishing a new 11 bed Community Recovery 
Residential facility in Williamstown, VT.  The targeted population for the program is severely 
mentally ill adults, many with significant co-morbidity issues and also with co-occurring 
disorders, who are currently only able to be placed at VT State Hospital.  The program is 
currently being established and will open in late winter ‘06. 
 
7/00 – 10/06  Director, Community Rehabilitation and Treatment/Intensive Care Services 
Washington County Mental Health Services, Inc., P.O. Box 647, Montpelier, Vermont. 
 
Program Director for long term care services for adults and acute services for adults, children 
and families. (Acute services role is described below) CRT program serves 450 adult consumers 
with persistent and severe mental illness. Program includes vocational, residential, recovery 
oriented, psychiatric, and case management services provided in a co-occurring and trauma 
sensitive environment within a community setting. Supervise team of 13 middle managers with 
total staff of 90 care providers. Duties include: clinical and administrative supervision, program 
development, budget planning/implementation, contracting for third party provision of services, 
development/maintenance of staff education programs, liaison with state Division of Mental 
Health Services, and development of community educational services regarding mental health 
issues.  
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2/95-6/2000 Director of Intensive Care Services, Washington County Mental Health Services, 
Inc., P.O. Box 647, Montpelier, Vermont. 
 
3/05 – present VT Behavioral Health Response Disaster Team, Vermont Department of 
Health, Division of Mental Health, Burlington, VT. 
 
3/02 – 4/03 Consultant and visiting clinician, Technical Assistance Collaborative, Inc. 
Boston, MA.   
3/98 - Present Adjunct Faculty, Southern New Hampshire University, Program in 
Community Mental Health, Manchester, NH  
 
9/80-7/02 Program Director, Intensive Domestic Abuse Program/DELTA Program, The 
Institute of Professional Practice, Inc., P.O. Box 1249, Montpelier, Vermont.  
 
9/96-5/97 Intern, Main Street Middle School, Main Street, Montpelier, Vermont. 
 
9/94-5/95 Intern, Washington County Mental Health Services, Inc., Children, Youth and 
Family Services Program, 9 Heaton Street, Montpelier, Vermont  
 
4/86 - 1/95 Emergency Services Clinician, Washington County Mental Health Services,   
 
12/85-4/86 Child Protective Services Worker, Orange County Department of Public 
Welfare, North Madison Road, Orange, Virginia 
. 
4/83-7/83 Day Treatment Clinician, Orange County Mental Health Service, Box G, 
Randolph, Vermont.  
 
5/80-4/83 Assistant Coordinator, 62 Barre Street Group Home,  
Washington County Mental Health Services, P.O. Box 647, Montpelier, Vermont.  
 
PROFESSIONAL DEVELOPMENT, WORKSHOPS AND TRAININGS 
Board and Organizational Memberships  
 
2/2006 – present Elected to Board of Directors of the Institute of Professional Practice, 
Montpelier, VT.  IPP is a professional provider of developmental and mental health services in 
New England, and Maryland. 
 
6/96-present Appointed to serve on Victim Compensation Board of VT Center for Crime Victim 
Services.  Served as Board Chair 1999-2001 
            
9/98-6/01 Member of Advisory Board, VT Deaf to Deaf Project, a community based effort to 
encourage the development of mental health services for deaf Vermonters.  
 
1/93-1/96 Served one term on Board of Directors, Central Vermont Visitation Center  
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PRICIPLE INVESTIGATOR - WILLIAM D. MCMAINS, M.D. 
 

Licensure   
1991   Vermont, Number 5989 
1971 State Boards, Oklahoma 
Degrees 
1971   M.D. – University of Oklahoma, School of Medicine 
1967 B.A. – Oklahoma City University, Biology 
Academic Training 
1978   Board Certified, General Psychiatry 
1974-1976 Residency in General Psychiatry at the Medical College of Ohio in 

Toledo, Ohio; Chief Resident 1975-1976 
1972-1974 Fellowship Child Psychiatry at Yorkwood Center, The Children’s 

Division of Ypsilanti State Hospital, Ypsilanti, Michigan; affiliated with 
the University of Michigan 

1971-1972 Internship – Baylor Medical College, Houston, Texas 
2001-Present             Clinical Professor, Dartmouth School of Medicine               
Academic Appointments 
1991-Present  Clinical Professor, University of Vermont, School of Medicine  

Burlington, Vermont 
1987-1991 Clinical Associate Professor, University Of Rochester, School of Medicine  

Rochester, New York 
1983-1987 Clinical Assistant Professor, University of Rochester, School of Medicine  

Rochester, New York  
1977-1983 Clinical Assistant Professor, Department of Psychiatry, University of 

Vermont Burlington, Vermont 
1976-1977                Instructor, Department of Psychiatry, Medical College of Ohio  

Toledo, Ohio 
Employment  
1991-Present  Medical Director, Vermont State Department of Developmental and  
   Mental Health Services Waterbury, Vermont 
1985-1991            Chief of Psychiatry, Genesee Hospital; Director, Genesee Mental Health 

Center Rochester, New York 
1984-1991 Medical Director, Residential Treatment Facility, St. Joseph's Villa 

Rochester, New York 
1983-1991 Medical Director, Children’s Program, Genesee Mental Health Center, 

Genesee Hospital Rochester, New York 
1982-1983 Clinical Director, Allied Health Services, Vermont State Hospital 

Waterbury,Vermont 
Psychiatric Consultant, Group Home and Supervised Apartment 

Programs, 
Washington County Mental Health Services Montpelier, Vermont 

1979-1982 Psychiatric Consultant to the Vermont State Department of Developmental 
and Mental Health Services Waterbury, Vermont 

1978-1983                Clinical Director, Adolescent Treatment Program, Vermont State 
Hospital 

Waterbury, Vermont 
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1978-1980                State Coordinator for Children’s Mental Health Services State 
Department of Developmental and Mental Health Services Waterbury, 
Vermont 

1977-1980 Medical Director, Giant Step Program (a Program for developmentally 
disabled adults), Vermont State Hospital  Waterbury, Vermont 

1977-1980 Director, Youth Treatment Center, Vermont State Hospital, Waterbury, 
Vermont (residential center for autistic children) 

1976-1977           Consulting Psychiatrist, Child Psychiatry, Elizabeth Zepf Community 
Mental Health Center, Toledo, Ohio 

2002-2004                  President, Vermont Psychiatry Association 
 
Committee Membership And Organization Activities  
1998- 2002  Vermont Psychiatric Association State Legislative Liaison 
1998-2000  Vermont Psychiatric Association Deputy Representative National 
Assembly 
   American Psychiatric Association 
1998-Present  President-elect Vermont Association of Child and Adolescent 
Psychiatrists 
1994-1996       Vermont Program for Quality in Health Care: Mental Health Task Force 
to 
   Develop outcome indicators for mental health services 
1994-1996       Vermont Community Coalition Planning Committee (Developmental 
Services  
   State Plan) 
1993-Present  Vermont Division of Developmental Services Ethics Committee, Chair 
1993-1995       Research Committee, Vermont Council of Developmental and Mental 
Health 
   Services and the University of Vermont 
1992-1995  Mental Health Advisory Committee to Health Care Authority, State of 
Vermont 
1992-1995       Mental Health Data Advisory Committee to Health Care Authority, State 
of  
   Vermont 
1991-Present  Coordinator of Pubic Psychiatry Training at the University of Vermont 
School of 
   Medicine 
1991-Present  Vermont Psychiatry Association Executive Committee 
1991-Present  Quality Improvement Council, Department of Developmental and 

Mental Health Services, chair 1999-present 
1991-Present Residency Training Committee, University of Vermont, School of 

Medicine in Burlington, Vermont    
1991 Secretary, New York State Association Of Community Mental Health 

Center 
1988-1991                 New York State Office of Mental Health, Children’s Mental Health 
Planning Task Force 
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EXPERT CONSULTANT  
 

Tina Champagne, M.Ed., OTR/L 
Occupational Therapy & Group Program Supervisor 
Cooley-Dickinson Hospital, West 5 
30 Locust Street 
Northampton, MA 01061 
Phone: (413) 582-2503 
Email: Tina_Champagne@cooley-dickinson.org 
 
Champagne Conferences & Consultation 
41 East Street 
Southampton, MA 01073 
Phone/Fax (413) 527-7913 
Email: tina@ot-innovations.com  
Web: www.ot-innovations.com 
__________________________________________________________ 
Education 
             In progress: Creighton University, Omaha, NE 
             Doctoral Candidate, Occupational Therapy  
              
             1998 Springfield College, Springfield, MA 
             Masters of Education, Occupational Therapy 
 
             1996 Springfield College, Springfield, MA 
             Bachelors of Science, Rehabilitation Services 
         
Occupational Therapy Experience 
2000-Present:  Cooley-Dickinson Hospital, Northampton, MA 
                          Inpatient Behavioral Health, West 5 
                          Occupational Therapy & Group Program Staff Supervisor 
 
2000-Present:  Champagne Conferences & Consultation 
                         Owner, Independent Consultant & International Lecturer 
  
2006-Present: American International College, Springfield, MA 
                         Adjunct Professor, OT Program 
 
2001-2003:  Springfield College, Springfield, MA  
                    Adjunct Professor, Master’s Level OT Program 
 
1998-2003:     Berkshire Medical Center, Pittsfield, MA  
                       Psychiatric Intensive Care Unit 
                       Occupational Therapist & Consultant 
 
Current Professional Memberships:  
American Occupational Therapy Association (AOTA) 
Massachusetts Occupational Therapy Association (MAOT) 

o Currently, Vice-president of the Executive Board of  MAOT 
Society for Chaos Theory in Psychology and Life Sciences  
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Certifications: 
Allen Cognitive Advisor  Stage 2, 1999 
Allen Cognitive Advisor Stage 3: International Advisor in Cognition, 2000 
Therapeutic Listening, 2002  
Neurofeedback, 2004  
Clinical Aromatherapy, 2005 
 
Awards 
2006 Catherine Trombly Award, from the MA State OT Association; Excellence in education, research, 
practice, administration and political activism 
2005 Irene Allard Award; Outstanding Fieldwork Educator 
 
Publications 
Champagne, T. (2003, September). Creating Nurturing and Healing  
 Environments for a Culture of Care. Occupational Therapy Advance, 19(19)  
 p. 50. 
Champagne, T., (2003). Sensory modulation and environment: Essential  
 elements of occupation.  Southampton, MA: Champagne Conferences &  
 Consultation. 
Champagne, T. (2005, March). Expanding the role of sensory approaches for  
 acute inpatient psychiatry.  Mental Health Special Interest Newsletter, 28, 1- 
Champagne, T. (2006).  Sensory modulation and environment: Essential  
 elements of occupation (2nd Ed.).  Southampton, MA: Champagne  
 Conference & Consultation. 
Champagne, T. (2006, December).  Creating sensory rooms: Essential  

enhancements for acute inpatient mental health settings. Mental Health Special Interest Newsletter, 
29, 1-4.  

Champagne, T. & Stromberg, N. (2004, September).  Sensory approaches in inpatient  
 psychiatric settings: Innovative alternatives to seclusion and restraint. Journal of  
 Psychosocial Nursing, 42(9), 35-44. 
Champagne, T. & McLaughlin, J. (2006, May). Sensory approaches: Seclusion  

and restraint reduction tools module.  In, the National Executive Training Institute’s curriculum 
for the reduction of seclusion and restraint. Alexandria, VA: National Association of State 
Mental Health Program Directors. 

Champagne, T., Ryan, J., Saccamondo, H., Lazzarini, I. (In press). A  
Nonlinear Dynamics Approach to Exploring the Spiritual Dimensions of  
Occupation. Emergence: Complexity and Organization. 

Mullen, B., Champagne, T., Krishnamurty, S., Gao, R. & Dickson, D. (In press).  
Exploring the safety and effectiveness of the therapeutic use of  
the weighted blanket with adults.  Occupational Therapy in Mental Health. 

Massachusetts Department of Mental Health (In press). Developing Positive  
Cultures of Care: Resource Guide. Boston, MA: Massachusetts  
Department of Mental Health.  Authored and co-authored several chapters in this manual, to be 
out in Spring 2007. 

 
Research: Has participated in numerous research projects. List available upon request. 
 
Consultation Services, Regional, State & International Presentations: List available upon request. 
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VSH PROJECT PRINCIPLE   
 

Thomas A. Simpatico, M.D. 
CURRICULUM VITA 

May, 2007 
 
Associate Professor of Psychiatry  
Director, Division of Public Psychiatry 
Department of Psychiatry 
University of Vermont College of Medicine 
 
Director, Fellowship in Public Psychiatry 
UVM College of Medicine 

Medical Director 
The Vermont State Hospital 

103 S. Main Street,  
Waterbury, VT 05671-2501 
 
Phone: (802) 241-3023 
Fax: (802) 241-3001 
 
Email: Thomas.Simpatico@uvm.edu  
Born:  March 9, 1956 
Citizenship: USA 
SS# 145-38-3576 
  

EDUCATION 
 
Year Conferred Institution & Location     Degree Concentration 
 
1978  Saint Peter’s College, Jersey City, NJ   B.S. Natural Sciences 
1984   Rush Medical College, Chicago, IL  M.D. 

Residency 
 
1984-1985   Internship in Internal Medicine, Michael Reese Hospital, Chicago, IL  
1985-1988 Residency in Psychiatry, University of Chicago, Chicago, IL 
 
HONORS, AWARDS 
 
1999 Exemplary Psychiatrist Award, National Alliance for the Mentally Ill, Illinois 

Chapter 
2000  United States Department of Justice Public Service Award 
2000 Fellow, American Psychiatric Association 
2001  Inducted as a member of the American College of Psychiatrists 
2002 Distinguished Fellow, American Psychiatric Association 
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2002  American Psychiatric Association’s Psychiatric Services Gold Achievement Award 
for Outstanding Innovative Program Development (Co-Developer of Cook 
County Jail Linkage Project with Thresholds, Inc. and Cermak Health 
Services of Cook County at the Cook County Department of Corrections) 

2003 Featherfist Humanitarian Service Award, Featherfist Human Services, Chicago, IL 
2005 Award for Excellence in Clinical Education, University of Vermont College of  
 Medicine Psychiatry Residents 

 
MAJOR RESEARCH INTERESTS 
 
Mental health services research 
Medicine and the law 
 
 
EXTRAMURAL SUPPORT 

 
1999-2001     Co-Principal Investigator & Project Director (Illinois Site), The Homeless 

Families Project Multi-Site Study (Grant # 93-230), United States 
Department of Human Services, Public Health Service, Substance Abuse 
and Mental Service Administration (SAMHSA), Center for Mental Health 
Services (CMHS) and Center for Substance Abuse Treatment (CSAT) 

    Award: $240,000 
2000-2002   Co-Principal Investigator & Project Director, Selected Demonstration Project 

for Reintegration Into the Work Force of High Risk Adult Populations, United 
States Department of Labor Capacity Building Grant  

     Award: $90,000 
 
2001-2004  Principal Investigator & Project Director, Mental Health Intergovernmental Service 

System Interactive On-Line Network (MHISSION), United States Department of 
Commerce Technology Opportunity Program (TOP) Grant  

       Award:  $540,000 
 

PRESENTATIONS  

Over 150 presentations at regional and national meetings. 

 

PUBLICATIONS 

Over 30 peer reviewed journal articles, book chapters and monographs. 

 

OTHER PROFESSIONAL ACTIVITIES 

Served on executive boards and as elected officer for numerous professional organizations.   

Served as an expert witness for both criminal and civil cases in multiple states. 
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RETREAT HEALTHCARE PROJECT PRINCIPLE - 
Linda Young Rice  R.N., M.S.N., APRN, F.N.P. 

119 Hosea Fisher Lane (Halifax) 
Brattleboro, Vermont 05301 

802-257-7982 
 
EDUCATION: 
 
1994  University of Massachusetts, Amherst, School of Nursing 

Master of Science in Nursing - Primary Care: Family Nurse Practitioner 
 
1992  University of Massachusetts, Amherst, School of Nursing 

Pre Master’s Program 
 
1990  University of Massachusetts, Amherst, School of Public Health 

Community Health Education (MPH Program) 
 
1990  Comprehensive School Health and Wellness (EDHE 200:5788) 

University of Vermont Continuing Education Center, Brattleboro 
 
1981  Bachelor of Arts, Social Science with High Honors, Marlboro College 

Marlboro, Vermont 
 
1969 Diploma in Nursing, Presbyterian School of Nursing, Presbyterian-University of 

Pennsylvania Medical Center, Philadelphia, Pennsylvania 
 
 PROFESSIONAL CREDENTIALS 
 

State of Vermont - Advanced Practice Registered Nurse with Prescriptive 
Authority - Family Nurse Practitioner #101-0012831 exp. 6/07 

 
State of New Hampshire – Advanced Registered Nurse Practitioner 

Prescriptive Authority #053031-23-03 exp. 9/07 
 

American Nurses Credentialing Center - Certification as Family Nurse Practitioner 
9/01/94 - 8/31/04             9/01/04 – 8/31/09 

 
American Nurses Credentialing Center - Certification as College Health Nurse 

12/01/92-11/30/02 
 
PROFESSIONAL EXPERIENCE 
 
July 17, 2006 – Present 
  Vice President of Patient Care, Brattleboro Retreat 
 
May 7, 2006 Interim Vice President of Patient Care 
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  Brattleboro Retreat 
 
2005 - 2006    Clinical Manager, Medical Clinic & ECT, Brattleboro Retreat 
 
1986 - 2005 Director of Medical Services, Total Health Center, Marlboro College, 
                        Marlboro, Vermont 
 
1994 – 2005 Planned Parenthood of Northern New England, Brattleboro, Vermont 
  Per diem Nurse Practitioner 
 
1994 -2005 Medical Clinic, Brattleboro Retreat 
  Per diem Nurse Practitioner 
 
2004–Present Per Diem Nurse Practitioner, Emergency Department, Cheshire Medical Center, 

Keene, New Hampshire 
 
12/94 - 12/97  West Brattleboro Family Practice, Brattleboro, Vermont 
 
9/94–Present Brattleboro Walk-in Clinic, Brattleboro, Vermont 
 
1969 -1995 Nursing (RN) positions in Vermont, Massachusetts, Rhode Island and 

Pennsylvania 
 
PROFESSIONAL DEVELOPMENT 
 
Ongoing Annual participation in workshops, training programs, and recertification classes. 
 
PROFESSIONAL ORGANIZATIONS 
 

American College Health Association 
Vermont Nurse Practitioner Association 
Southeastern Vermont Advanced Practice Group – (Chair 1994-1999) 

 
COMMUNITY SERVICE 
 
2005 – Present National Council of State Boards of Nursing, Advanced Practice Advisory 

Panel 
 
2002 – 2007 Board of Directors, Women’s Crises Center, Brattleboro, Vermont 
 
1999 – Present Vice Chair, Board of Nursing, State of Vermont 
 
1994 – 2003 Brattleboro Hockey Association, Youth Hockey Coach 
 (certified Level III - USA Hockey) 
 
1997 – 2000 Windham County Safe Kids Coalition 
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Section H:  Confidentiality and Participant Protection Requirements 
  
1.  Protection from Potential Risks:  Because this grant is focused on improving treatment and 
implementing recovery-based, trauma-informed practices that have shown effectiveness in other 
treatment settings, there is increased risk from participating in or evaluating the activities of this 
grant.  It is important to note that individuals may participate in the grant initiative in several 
different ways.  Professionals, consumers, family members and advocates will participate in 
planning and implementation activities.  These individuals will participate on a voluntary basis.  
Individuals receiving services may fear that access to services might be limited if they criticize 
the treatment providers they currently work with.  Professional staff involved in the project may 
be concerned that criticisms of the system might jeopardize their employment.  To mitigate this 
real or perceived barrier, facilitators of the planning process will work to create a safe 
environment for both positive and negative critiques of the system.  The purpose of stakeholder 
involvement, including professional staff, consumers and families is to honestly critique the 
current system as we implement alternatives to restraint and seclusion. 
 
Because this grant focuses on the reduction of S/R and the implementation of alternatives to S/R, 
staff at VSH and RHC may experience anxiety and feel less equipped to deal with aggressive or 
violent behavior if they are instructed to not use S/R without being given alternatives 
interventions to use.  As such, implementation activities will focus on providing staff with new 
skills and knowledge while implementing a culture change to reduce the use of S/R. 
 
Many of the individuals who are patients at VSH or Retreat Healthcare will be recipients of 
alternatives to restraint and seclusion, and it is important to note that many of these individuals 
will be at the institution on an involuntary basis.  However, it is anticipated that patients will 
benefit from grant activities.  The use of seclusion and restraint has been described as very 
traumatizing and always presents a risk of injury, and so the introduction of alternatives should 
help to improve the treatment they receive. 
 
2.  Fair Selection of Participants:  Grant activities are designed to include participation from a 
wide range of stakeholder groups, including representatives across ages, genders, and 
racial/ethnic backgrounds.  Participants will include consumer leaders, family members, 
advocates, and administrative and treatment professionals, as described in Section C.  Individuals 
with mental disorders, and their family members, will be included in the stakeholder groups 
because of their ability to speak about the mental health system based on personal experience.  
No one will be excluded from participation in grant activities. 
 
For individuals who are patients at VSH and RHC, alternatives to S/R will be offered to anyone 
who may benefit, and no one will be excluded from having access to these alternatives. 
 
3.  Absence of Coercion:  Participation in the planning and implementation activities will be 
entirely voluntary for members of each stakeholder group.  In addition, participation in any 
surveys or interviews used to gather information for the project will be voluntary, without any 
direct or implied coercion. 
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Many patients at VSH and RHC have been involuntarily committed, and so the very fact that 
they are receiving treatment from the facility includes some level of coercion.  However, the 
primary focus on implementing alternatives to S/R is to reduce coercive interventions, and so 
grant activities should help to reduce the level of coercion within the treatment setting. 
 
4.  Data Collection:  Grant evaluation and continuous quality improvement efforts will rely on 
data from existing sources as well as information gathered through stakeholder interviews, 
surveys, and documentation of activities, as described in Section D.   
 
Data collected regarding treatment provided and use of S/R will be compiled using existing VSH 
and RHC data collection systems.  All identifying personal information will be removed prior to 
compiling data for review by grant planning participants. 
 
5.  Privacy and Confidentiality:  Acknowledgement of involvement in grant activities  in any 
public or written documentation will be voluntary.  Information gathered through surveys or 
interviews will not include any personally identifying data.  Data analyses and reports produced 
by this grant will not include individually identifiable information.  The project will not disclose 
any information in a manner that would violate the requirements of the HIPPA Privacy Rule. 
 
6.  Adequate Consent Procedures:  Stakeholders participating in the planning process will be free 
to participate in grant activities or not, as they desire.  Requests to complete surveys will include 
written explanations, including:  (1) completing surveys is voluntary, (2) purpose of surveys, (3) 
benefits for completing surveys, (4) description of the grant initiative and role of the surveys, (4)  
no anticipated risks for completing surveys, (7) protections for confidentiality (surveys will be 
done anonymously), (8) whom to call with questions about the surveys and grant activities, and 
(9) costs for completing the survey and participants will not be paid.   
 
7.  Risk-Benefit Discussion:  Because this grant is focused on improving treatment and 
implementing recovery-based, trauma-informed practices that have shown effectiveness in other 
treatment settings, we feel the there is great benefit to be had from participating in and/or 
evaluating the activities of this grant and no increased risk.  Professionals, consumers, family 
members and advocates participating in the planning and implementation activities will do soon 
a voluntary basis.  Individuals receiving services may fear that access to services might be 
limited if they criticize the treatment providers they currently work with.  Professional staff 
involved in the project may be concerned that criticisms of the system might jeopardize their 
employment.  As such, facilitators of the planning process must work to create a safe 
environment for both positive and negative critiques of the system.  However, because the 
purpose of stakeholder involvement, including professional staff, consumers and families, is to 
honestly critique the current system as we implement alternatives to restraint and seclusion, we 
feel the benefits greatly outweigh the potential risks. The benefits of participation provide a great 
deal of promise.  We expect broad based stakeholder and professional staff participation to result 
in successful efforts to transform treatment at VSH and RHC. 
 
Because this grant focuses on the reduction of S/R and the implementation of alternatives to S/R, 
staff at VSH and RHC may experience anxiety and feel less equipped to deal with aggressive or 
violent behavior if they are instructed to not use S/R without being given alternatives 
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interventions to use.  As such, implementation activities will need to focus on providing staff 
with new skills and knowledge while implementing a culture change to reduce the use of S/R.  In 
addition, because the use of S/R always has a potential to involve injury to staff, the potential 
benefits of implementing alternatives to S/R greatly outweigh the risks. 
 
Many of the individuals who are patients at VSH or Retreat Healthcare will be recipients of 
alternatives to restraint and seclusion, and it is important to note that many of these individuals 
will be at the institution on an involuntary basis.  However, it is anticipated that patients will 
benefit from grant activities.  The use of seclusion and restraint has been described as very 
traumatizing and always presents a risk of injury, and so the introduction of alternatives should 
help to improve the treatment they receive. 
 
Protection of Human Subjects Regulations 
 
We do not anticipate that any of our evaluation efforts will require compliance with the 
Protection of Human Subjects Regulations (45 CFR 46).  It is important to note that we consider 
this project a systems improvement initiative and not a research study in which an unproven 
treatment intervention is being tested/piloted with a vulnerable population.  However, if there are 
any questions about protection of human subjects, we will submit an application to the Agency 
of Human Services Institutional Review Board (IRB) to ensure that our activities comply with 
the requirements.  The Agency’s IRB has a well developed process, including the requirement 
that all applicants complete a web-based tutorial program reviewing the Protection of Human 
Subjects Regulations (www.ahs.state.vt.us/IRB). 
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Appendix 1: Letters of Support 
 
Vermont State Hospital 
Retreat Healthcare 
Tina Champagne (Expert Consultant on Sensory Modulation) 
Vermont Federation of Families 
Mental Health Law Project 
NAMI-VT 
VAMH 
Vermont Council of Developmental and Mental Health Services 
Rep. Anne Donahue 
Vermont Protection & Advocacy 
Vermont Psychiatric Survivors 
Department of Children and Families 
Sherry Burnette, Vermont Agency of Human Services, Trauma Coordinator 
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Appendix 2: Data Collection Instruments/Interview Protocols 
 
ISRRI 
Involvement and Satisfaction Questionnaire 
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I.  INTRODUCTION  
 

What is the ISRRI Reviewer’s Guide? 
The Reviewer’s Guide is designed to assist facilities and agencies in completing the 
Inventory of Seclusion and Restraint Reduction Interventions (ISRRI), a part of the 
common protocol for evaluation of the Substance Abuse and Mental Health Services 
Administration Alternatives to Seclusion and Restraint State Infrastructure Grant 
(SAMHSA SIG) program (referred to here as the S/R Reduction Program) that is to be 
completed at two points during the grant period.  The Reviewers’ Guide consists of 
guidelines, recommendations and worksheets that to produce summary scores entered 
into the final ISSRI form. When the information needed to complete the ISRRI has been 
collected using the worksheets, a scoring algorithm will be used by HSRI to convert the 
items on the worksheets to scores on the ISRRI.  
 

Who should complete the ISSRI Review?  
The ISRRI worksheets are designed to be completed by a representative or a team from 
each facility.   Reviewers may be NTAC consultants, staff participating in the S/R 
Reduction Program, agency staff not directly involved such as Quality 
Improvement/Quality Assurance staff, local evaluators identified in grantee’s SIG 
proposals, or other agency staff.  Although the ISRRI is designed to minimize the 
necessity of subjective decisions, some degree of this is inevitably required in choosing 
among response options, thus creating the potential for unconscious bias, especially when 
the reviewer has a stake in the program’s success.  When feasible, therefore, the choice of 
reviewer should be governed by the degree to which the individual’s function allows for 
maximum objectivity.  Multiple reviews by a diverse set of reviewers is also a way of 
reducing bias, and identifying it when it occurs.  The guide therefore is addressed to the 
widest possible range of reviewers (for more discussion of reviewers see Section III, 
below).   
 
The Guide will supplemented by additional materials posted on the S/R reduction project 
website. 

How should the guide be used? 
Following this Introduction, Section II provides background information on the Guide, its 
relationship to the ISRRI final form, the S/R Reduction model on which the ISSRI is 
based, and plans for the future.  If your interest is in guidance on how to prepare for and 
conduct the ISSRI, you may wish to go directly to Section III “How to Conduct the 
ISSRI”.  Section IV consists of the worksheets themselves, which will allow you to 
record information about the implementation of the S/R reduction initiative at your 
facility.  Following the guide carefully will ensure consistency and reliability in ISSRI 
scores across facilities and among raters. 
 
 
A note on terminology: Program, Intervention and Initiative 



 

  

Throughout the guide, the SAMHSA S/R Reduction SIG is referred to as “the program.”  
The best-practice model for reducing S/R implemented by the grantee sites with grant 
funding is described as “the intervention.”  Activities designed to reduce the use of S/R 
that are undertaken by the sites independent of, or prior to, the grant-funded intervention 
are referred to as “initiatives.”



 

  

II. OVERVIEW 

What is the ISRRI? 
The ISRRI is a tool for measuring, in standardized form, the nature and extent of 
interventions implemented for the purpose of reducing seclusion and restraint at a 
particular facility.  It is one of four components of the Common Protocol for evaluation 
of the S/R Reduction Program, the other being the Facility/Program Characteristic 
Inventory, the Treatment Episode Data File, and the Seclusion/Restraint Event Data File. 
 
The ISRRI is a type of instrument known as a fidelity scale.  Fidelity scales are developed 
to measure the extent to which a program in practice adheres to a prescribed treatment 
model.  Fidelity scales are useful for explaining program impacts, identifying critical 
components (“active ingredients”), and guiding replication of interventions, as well as for 
self-evaluation and accountability.  The ISRRI is a new scale developed specifically for 
the SIG project. It differs from some other fidelity scales in that it is designed to capture 
and assess the relative impact of a wide range of activities rather than an established 
evidence-based practice with a known set of critical components.  Thus, it will serve in 
the development of the SIG interventions as evidence-based practices. 
 
The ISSRI is also somewhat analogous to an organizational readiness checklist, such as 
the General Organizational Index included in the SAMHSA Evidence-Based Practice 
(EBP) Implementation Resource Kits1 or Dr. David Colton’s Checklist for Assessing 
Your Organization’s Readiness for Reducing Seclusion and Restraint.2  These differ from 
the ISRRI, however, in that they are broader in scope, aiming to collect a wide range of 
information related to readiness for organizational change, whereas the ISRRI seeks to 
enumerate the S/R Reduction activities that have been conducted by the facility at the 
time of the assessment. 
 

What are the ISRRI Worksheets?  
The worksheets included in the Guide are to be used by reviewers to obtain the 
information that will later be used by HSRI for scoring the ISRRI.  A scoring algorithm 
will be used to calculate domain and overall program scores for the final ISRRI. Since the 
S/R project is still in a formative stage, the primary purpose of the ISRRI is to identify 
the components of the S/R project interventions that are most successful and also those 
that present more difficulties in implementation.  It is expected that these sub-scale scores 
for the individual components will be more relevant than the overall ISRRI summary 
score. 
 
It is not expected that any single facility or program will obtain a perfect score on the 
ISRRI, which conceptually represents the ideal intervention.  For example, few if any 
facilities collect information on “near-misses” i.e. successful avoidance of an s/r event.  

                                                 
1 http://mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits 
2 http://rccp.cornell.edu/pdfs/SR%20Checklist%201-Colton.pdf 



 

  

This is included, however, because some have noted the value of this information and 
indicated that such measures are under development. 
 

What is the relationship of the ISRRI to the NTAC Six Core Strategies©? 
The ISRRI is intended to be generic and developmental; that is, to be used to identify and 
measure the hypothesized critical elements or components of any particular 
seclusion/restraint reduction initiative implemented at the grantee sites, and to support 
their development as evidence-based practices.  Thus the scale is intended to provide 
information about the individual importance of each of the components (domains) of S/R 
reduction initiatives.  The components of the ISRRI are based on the NTAC Six Core 
Strategies for Reducing Seclusion and Restraint©, which are based on an extensive 
review of the literature and best practices in the field.  However, the ISRRI is intended 
for use with other S/R reduction programs as well.  For this reason, it includes some 
additional items in order to capture some potential seclusion/restraint reduction initiatives 
that may not be included in the Core Strategies, and it varies slightly from the NTAC 
model in how individual items are classified according to domains.  Notably, some 
elements from the Core Strategies are group together in a separate, additional domain, 
Elevating Witnessing/Oversight.  
 

What is the structure of the ISRRI?  
The ISRRI consists of seven domains, representing individual components of S/R 
Reduction programs such as NTAC.  Each domain has one or more subdomains, for a 
total of 24 subdomains.  Each subcategory includes one to seven specific activities, 
referred to as items.  The Worksheets are designed to facilitate the collection of 
information about the status of these activities.  All domains and subdomains are listed on 
the following page. 
 



 

  

ISRRI Domain and Subdomain Categories: 
I.  LEADERSHIP  
 L.1 State Policy  

L.2 Facility Policy  
 L.3 Facility Action Plan 
 L.4  Leadership for Recovery-Oriented and Trauma-informed Care 
 L.5 CEO 
 L.6 Medical Director 

L.7 Non-Coercive Environment 
L.8 Kick-off Celebration 
L.9 Staff Recognition 

II. DEBRIEFING 
 D.1 Immediate Post-Event 
 D.2 Formal Debriefing 
III. USE OF DATA 
 U.1 Data Collected 

U.2 Goal-Setting 
IV. WORKFORCE DEVELOPMENT 
 W.1 Structure 
 W.2 Training 
 W.3 Supervision and Performance Review 
 W.4 Staff Empowerment 
V. TOOLS FOR REDUCTION 
 T.1 Implementation 

T.2 Emergency Intervention 
T.3 Environment 

VI. INCLUSION 
 I.1 Consumer Roles 
 I.2 Family Roles 

I.3 Advocate Roles 
VII. OVERSIGHT/WITNESSING 
 O.1 Elevating Oversight 
  
 

What kinds of measures are used? 
The activities or individual items within the subdomains consist of a mixture of structural 
and process measures, as described in the classic work on quality in health care by 
Avedis Donnabedian.  “Structural” refers to characteristics of the organization or 
program.  Examples of structural measures are the existence of a policy on S/R reduction, 
a training program for S/R reduction, or the availability of sensory rooms.  “Process” 
refers to actions that are taken in the course of providing treatment services.  Examples of 
process measures are the number S/R events for which a debriefing was conducted as 
prescribed, or the number of consumers for who risk assessments were made.  Process 
measures are often expressed as a proportion or ratio, e.g. the percent of S/R episodes for 
which a debriefing was conducted. 



 

  

 
Structure and process measures are generally considered to be predictors of outcomes; 
that is, the degree to which structural elements and processes of care are present is 
expected to influence outcomes—in this context, reduction in the use of S/R.    As the 
outcomes of the SAMHSA S/R Reduction Program will also be measured by the 
Evaluation Protocol, it will be possible to test the relationship of structure and process 
measures to outcomes.  
 

What are the plans for future development of the ISRRI? 
The use of the ISRRI for purposes of the SIG grant evaluation represents a field test of 
the instrument.  During the course of the project it will also be reviewed by an expert 
consensus panel consisting of representatives of NTAC, the National Executive Training 
Institute (NETI) faculty, S/R Program consultants and others.  The reliability and 
predictive validity of the ISRRI will be tested during the data analysis phase.  Using the 
information about reliability, validity and feasibility obtained through these activities, the 
instrument will be revised and issued, upon completion of the SIG program as a tested 
Seclusion and Restraint Reduction Fidelity Scale. 



 

  

 
III. CONDUCTING THE ISRRI REVIEW 
 

Who should conduct the review? 
Optimally, a fidelity assessment is conducted by someone external to the program or 
organization, but knowledgeable about relevant issues.  In the case of ISRRI, however, 
this may not always be feasible, in which case it may be necessary for the review to be 
conducted by someone within the organization.  In this situation, it is preferable that the 
reviewer at least be someone who is not directly involved in, or affected by, the S/R 
process or the reduction initiative.  This is not a matter of ensuring honesty in reporting, 
but simply to avoid factors that inevitably exert an influence on responses.  The ISSRI is 
designed to be as unambiguous and quantifiable as possible, but some degree of judgment 
in assigning scores is unavoidable, and the idea of external reviewers is to ensure the 
objectivity of that judgment. 
 
To the same end, we recommend the use of multiple reviewers (at least two) for each 
facility, but again this is not likely to be feasible in all cases. However, the Coordinating 
Center will do all we can to support and enhance the review process.  For example, some 
of the review can be done off-site, such as assessing policy statements and training 
curricula, and the Coordinating Center with the evaluator, HSRI, would be able to 
provide some resources for that purpose.  An additional advantage of having more than 
one reviewer is that it will allow for testing inter-rater reliability as a psychometric 
property of the ISRRI.  
 
We anticipate that, in most cases, multiple reviewers will participate, with the 
configuration varying by facility.  The worksheets will be available on the S/R Reduction 
Program website and at a minimum will be completed by facility staff to provide a basic 
repository of implementation information.  To the extent possible additional reviewers 
will independently assess implementation at baseline and again at one and two year 
follow-up intervals.  These may include the technical assistance consultants, the internal 
evaluators identified in the site proposals, staff of NTAC and HSRI, and others.  In some 
cases multiple reviewers may be able to collect only a part of the information required by 
the ISRRI.  These will serve as data-cross checks to insure accuracy and completeness. 
 
 



 

  

 

What are the sources of information for completing the ISRRI? 
The following table describes the various sources for the information needed to complete 
the worksheets.  Each item on the worksheet provides a space for noting the source of 
information. 
 
Source of Information for ISRRI Worksheets 
Source Description 
Interviews  Consumers, consumer peer-advisors, family members, 

advocates, direct care staff, nursing staff, CEO, medical 
director, and other appropriate administrative staff) on-site or 
by telephone. 

Direct 
observation  

Facility tour, observation of meetings, etc.) on-site. 

Documents.  State and facility level mission statements, policies and 
procedures schedules and records of S/R reduction activities, 
action plans/program descriptions such as S/R reduction, 
trauma-informed care, recovery-oriented or strengths-based 
treatment planning 

Debriefing 
reports  

Random selection of persons experiencing a S/R event 

Other relevant 
reports  

Staff and consumer injuries, etc. 

Meeting records  Minutes, agendas, schedules, with participant lists; can be 
random selection  

Training 
materials  

Curricula, course descriptions, course evaluations, schedules, 
numbers of people trained, numbers eligible 

Communication 
materials  

Newsletters, handbooks, posters, etc. 

MIS reports 
relevant to S/R 
reduction  

Information that facilities may gather and report (e.g. other 
demographic or clinical characteristics). 

Chart reviews   Random selection of persons  



 

  

 

What is the measurement period? 
The initial ISRRI review is to be completed for each facility’s status at the beginning of 
the grant cycle (October, 2004), thus reflecting any S/R reduction initiatives in place 
prior to the grant.  For those items where information is drawn from reviews of randomly 
selected charts and debriefing reports, the period from which these are drawn should be 
the month prior to the beginning of the grant cycle, i.e. September 2004.  This is to 
ensure that these reports are representative of current practice. 
 
 
In addition, the baseline inventory asks for the date of implementation for any initiative 
preceding the SIG grant intervention.  The rationale for this information is that 
interventions in place for an extended period would be expected to have a greater effect 
on S/R reduction compared to one implemented only a short time previously.  This 
information will help to understand why S/R rates may vary from one facility to another 
at baseline. 
 

 



 

  

IV. ISRRI WORKSHEETS 
 

Worksheet Layout 
 
Organization of worksheets: 
The worksheets are organized according to the domains of the S/R Reduction initiative: 
1) Leadership; 2) Debriefing; 3) Use of Data; 4) Workforce Development; 5) Tools for 
Reduction; 6) Consumer/Family/Advocate Involvement; 7) Elevating 
Oversight/Witnessing.   
 
Each of the Domain Worksheets consists of the following elements: 
 

 Name of domain 
 Separate subdomains representing specific components of the domains  
 Description for domain  
 Method to be used (e.g. random selection) for some items as needed  
 A check list for specific items, indicating whether or not they are present or have 

occurred.  In some cases this additionally calls for a frequency or percent of that 
item’s occurrence 

 The source of information to address the item  
 A space to indicate the date of implementation or, if precise date is unavailable, 

the general time frame of implementation 
 A space for comment on any aspect of the information or the collection process. 

 
 
 Template for layout of ISRRI worksheets 
DOMAIN NAME: (#) Domain Component 
Description:  
Method for selecting information source (for some domains) 

 Item (#) 
(For some items: Number of occurrences in measurement period: ____) 
 
Source of information: 
Date:___\___\____ or: Less than 6 months; 6 months to year; more than 1 year 
Comment 
 
 
 
 



 

  

Worksheet item response categories 
It is important to note that the worksheets provide for two types of response options.  In 
some instances, they ask for a simple yes-no check-off (example: “The facility has policy 
supporting the adoption of the principles of recovery”).  Elsewhere, the worksheets call 
for a count of certain activities occurring within a specified time frame (Examples: 
“Number of times S/R reduction committee met in the previous year”; “During the 
measurement month, the number of formal debriefings held within 48 hours.”).  These 
items also have a check box which is to be checked if the activity occurred at all, and 
unchecked if it never occurred or is not part of the reduction intervention at that facility.   
 
Date of implementation 
In addition, items ask for date of implementation (preferred) or time period of 
implementation (if precise date is unavailable).  The purpose of this is to determine the 
length of time that particular practice has been in place, and therefore the extent to which 
it may have contributed to current rates of seclusion and restraint. 
 
For some types of item, for example a policy, the date would be that at which the policy 
was implemented.  For other types of items, for example the information collected in 
debriefings, the date may be more difficult to determine precisely, but the response 
should be the date at which that practice became established: with this example, perhaps 
the date when the debriefing form was modified to insure that this information is 
collected routinely. 
 
For the baseline inventory, the date of implementation, if any have occurred, will precede 
the initiation of the SIG grant project; that is, some states or facilities may have 
implemented some aspects of the NTAC Core Strategies prior to receiving the grant.  For 
follow up (annual) inventories, the date will indicate at what point during the year the 
particular practice was put into place, and therefore the extent of its expected effect on 
seclusion and restraint rates (a practice implemented 11 months previous would be 
expected to have a greater effect than one implemented only one month previous.)  
Having this information allows for cross-site comparison of the effectiveness of the S/R 
reduction initiative, even though some sites may be further along than others in 
implementing the reduction strategies.  
 

Obtaining support in completing the ISRRI 
Any questions or problems in completing the worksheets should be addressed to anyone 
on the evaluation team at HSRI (see contact information sheet distributed by NTAC).  
We encourage such contact in order to insure high quality and consistency in the reviews, 
and will respond rapidly. 
 
We appreciate your contribution to this important effort to assess the effectiveness of 
interventions to reduce the use of seclusion and restraint in facilities providing mental 
health treatment. 
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Worksheet 1: Leadership 

LEADERSHIP (1): State Policy 
State DMH Office or relevant state level office directs or supports the reduction of 
seclusion and restraint in all state run and provider facilities  
Description: A developed and communicated statewide mission statement, vision 
statement and/or action plan that clearly articulates the goal of the reduction of seclusion, 
restraint or other coercive measures; the development of systems of care that are trauma 
informed; and a commitment to the principles of recovery including consumer 
partnerships, assuring safe environments for staff and consumers, peer services and 
supports, the provision of hope through individualized treatment and full participation in 
own care; and the promulgation of rules directing or regulating the use of seclusion and 
restraint that restrict use for safety only and limit S/R orders in concert with CMS or 
more restrictively.  
 



 

  

L.1 Leadership: State Policy 
The state has written policies and procedures that include (check if yes): 

 1.  A Philosophy Statement (vision statement, action plan, etc.) that specifically 
identifies goal of reducing seclusion/restraint 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2.  A policy providing for a program of trauma-informed care 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3.  A policy providing for consumer partnerships, peer services and supports  
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4.  A policy for ensuring a safe environment for consumers (e.g. a violence 
prevention program) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5.  A policy providing for comprehensive individualized treatment planning 
process that includes the full participation of consumers in their own care 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 6.  A policy restricting the use of S/R to emergencies that reach the level of 
imminent risk of harm to staff or other consumers only 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 



 

  

 

LEADERSHIP (2): Facility Policy 
Mission statement includes commitment to S/R reduction  
Description: Explicitly identifies S/R reduction as a goal or as congruent with principles 
such as recovery, building a trauma informed system of care, creating violence free and 
coercion free environments, assuring safe environments for staff and consumers, 
community integration, or comparable consumer-centered language. 

 
L.2 Leadership: Facility Policy 
The facility has written policies and procedures that include (check if yes): 

 1. A policy identifying S/R reduction as a goal (may be a position or policy 
statement, vision statement, or action plan). 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. A policy supporting the adoption of  principles of recovery  
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. A policy supporting a trauma-informed system of care (for example, 
including universal trauma assessment upon admission, use of crisis/safety 
plans, staff training in trauma, availability of EAP services) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4. A policy providing for creation of violence- and coercion-free environments 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5. A policy providing for safe environments for staff through a violence 
prevention approach 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 6. A policy providing for safe environments for consumers through a violence 
prevention approach 

 

Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment: 
 

 



 

  

LEADERSHIP (3): Facility Action Plan 
Description: 1) Stand-alone plan for reduction, with specific goals, objectives and action 
steps, assigned responsibility and due dates.).  2)  Process for regular review and revision.   
3) Indication of senior executive oversight and review.  
 

The facility has:  

□ 1. A stand-alone action plan for reduction that includes (check all that apply): 
o Policy statement,  
o Recovery oriented programming 
o Trauma informed care principles 
o Violence and coercion free programming 
o Violence prevention; 
o Goals, objectives 
o Action steps 
o Assigned responsibility 
o Due dates 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

□ 2.  A process for regular review and revision of the action plan 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

□ 3.  Indications of senior executive oversight and review of the action plan. 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 



 

  

 

LEADERSHIP (4): Leadership for Recovery-Oriented and Trauma-
Informed Care 
Description: A program that seeks to prevent environmental or staff related triggers for 
conflict and that follows the principles of a system of care that is Recovery Oriented and 
Trauma Informed. 
 

L.4 A.  Leadership: Recovery Oriented Care 
The program includes:  

 1. Documented evidence of consumer inclusion in their plan of care, consisting 
of the following (check all that apply, check box on left if any are present): 

o Training on consumer roles 
o Pre-treatment planning meeting with consumer 
o Training on how to participate 
o Consumer signature in progress notes.  

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Integrity in informed consent (check all that apply): 
o Communication of risks, benefits, side effects, adverse effects, 

alternative treatments (all included) 
o Presented in user-friendly, easy to read (non-technical) language 
o Provided in coercion-free, private setting 
o Questions/discussions encouraged 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Allowance for choices (for example, Activities of Daily Living, and 
treatment activities) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 



 

  

 4.  Avoidance of uniform rules and regulations that do not respect individual 
needs and preferences (for example, enforced wake-up, eating or visiting times, 
mandatory participation in treatment activities),  

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5.  Predominate use of person first language by staff (for example, in posted 
notices and verbal communication)  (this needs definition)  

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 6.  Predominant use of common courtesies in staff-to-consumer communication 
(for example, please and thank you, hello and goodbye, asking and using 
preferred form of address, introductions to new people) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 7.  Clear expectation that all people can self-manage illness (for example, 
understand illness, monitor symptoms and avoid crises, understand medications 
and how to manage side effects)   

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 



 

  

 
 

L.4 B.  Leadership: Trauma-Informed Care 
The program includes:  

 1. Training for staff in the prevalence and incidence of traumatic experiences in 
persons served 
 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Use of universal trauma assessment upon admission 
 Recommended source of information:  Chart Review 

Source used (if other than recommended): 
Date:___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year  
 

 3. Integration of trauma assessment findings in treatment plans 
 Recommended source of information:  Chart Review 

Source used (if other than recommended): 
Date:___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year  
 

 4. Efforts to encourage staff attitudes, interventions and practices that promote 
empowerment and inclusion and that do not retraumatize 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5. Access to trauma specific services when needed for persons who demonstrate 
trauma related symptoms 
 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 6. Access to expert consultation when needed for persons who demonstrate 
trauma related symptoms 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 
 



 

  

LEADERSHIP (5): CEO 
 
 CEO/Administrator participation is active, routine, observable 
Description: The CEO/Administrator directs the S/R reduction initiative by:  1) 
Participating in S/R Reduction Plan meetings; 2) Being perceived by staff as having a 
central role at a “kickoff” event for the rollout of the initiative; 3) Reviewing progress by 
means of a standing agenda item for management meetings.   
 
 

L.5 Leadership: CEO 
The CEO or designated leader:  

 1. Was present at _____S/R Reduction Plan meetings in the past year (Enter 
number or zero, do not check box at left if no S/R meetings held) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Perceived by staff as playing a central role at kickoff 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3 Reviewed progress by means of a standing agenda item for management 
meeting 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 
 



 

  

LEADERSHIP (6): Medical Director 
Description: Present at S/R meetings, central role at kickoff event, makes rounds, 
reviews incidents and data at least weekly, attends debriefing, supervises staff usage   

L.6 Medical Director 
 1.  Was present at ____S/R Reduction Plan meetings in the past year?).(Enter 

number or zero, do not check box at left if no S/R meetings held) 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Perceived by staff as playing  a central role at kickoff 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Participated in S/R data reviews and analysis every ___weeks in the 
measurement year (Data measurement year???) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4. Attended _____Formal debriefings in the measurement year 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5. Supervised individual physician usage of S/R on at least a monthly basis 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 
  
 
 



 

  

LEADERSHIP (7): Non-Coercive Environment 
Description: Current, highly visible communication about non-coercive policy to 
majority of staff through media such as statements in staff meetings, news letters, posters, 
etc 
 

L.7  Leadership: Non-Coercive Environment 
Statements supporting non-coercion issued in the past year by means of: 

 1. Staff meetings 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2.  Newsletters 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3.  Posters 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4.  Other: specify: ____________________________________ 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 



 

  

LEADERSHIP (8): Kickoff Celebration 
Description:  A highly visible, well-publicized public event dedicated exclusively to 
promoting the reduction initiative, open to and attended by a majority of the facility staff 
at all levels or occasional facility “celebrations” of progress. 
 
 

L.8 Leadership: Kickoff Celebration 
 1. A kick-off celebration has been held (check if yes) 

 

Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Percent of facility staff attended:___ (Do not check box, if none held) 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 

LEADERSHIP (9): Staff Recognition Program 
Description: A formal program for regularly (monthly or weekly) public 
acknowledgment of the achievements or contributions of individual staff to s/r reduction 
or related goals such as promotion of recovery or non-coercive treatment environment. 
 
 

L.9 Leadership: Staff Recognition 
 

 
1. Individual contributions to s/r reduction, recovery, non-coercive treatment 

publicly acknowledged _______times in the measurement year (do not check 
box at left if zero) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 



 

  

Worksheet 2: Debriefing  

DEBRIEFING (1): Immediate Post-Event Debriefing 
 
Description: An immediate post-event debriefing that is done onsite after each event, is 
led by the senior on-site supervisor who immediately responds to the unit or area.  The 
goal of the post-event debriefing is to assure that everyone is safe, that documentation is 
sufficient to be helpful in later analysis, to briefly check in with involved staff, consumers 
and witnesses to the event to gather information, to try and return the milieu to pre-event 
status, to identify potential needs for policy and procedure revisions, and to assure that 
the consumer in restraint is safe and being monitored appropriately 
 
Method: Review 5 reports randomly selected from measurement month.  If less than 5 
review all for the month, and indicate number in comment section. 
 

D.1 Debriefing: Immediate Post-Event 
 1. Designated mid or senior level clinical staff responded no later than one hour 

to ____ events in measurement month  (Do not check box on left if no 
incidents occurred) 

  
 2. Immediate Post-Event analyses were held within one hour for 

________events in measurement month. (Do not check box on left if no 
events occurred) 

  
 3. Post-event analysis included direct or indirect input or documented refusal by 

consumer affected for ______events in index month. N 
  

 4. Post-event analysis included all staff witnessing or participating 
for______events in index month. 

  
 5. Post event response includes attention to returning milieu to pre-crisis state  

  

 
6.  Post event response includes assessment and management of potential physical 
or emotional injury or trauma to consumers or staff 

  

 
7.  Post event response includes documentation staff and/or consumer reports of 
antecedents to event (such as conflict triggers) 

Comment:  
 

 
 



 

  

 

DEBRIEFING (2): Formal Debriefing   
Method: Review 5 reports randomly selected from measurement month.  If less than 5 
review all for the month, and indicate number in comment section. 
Description: A formal debriefing that occurs within 48 hours of the event or next 
business day and includes a rigorous analysis (e.g. root cause analysis) or rigorous 
problem    solving procedure to identify what went wrong, what knowledge was unknown 
or missed, what could have been done differently, and how to avoid it in the future. The 
formal debriefing includes attendance by the involved staff, the treatment team, the 
consumer and/or proxy, surrogate or advocate representative, and other agency staff as 
appropriate.   
 
 

D.2 Debriefing: Formal 
 1. Number of formal debriefings held within 48 hours or next business day (if 

48 hour period falls within weekend or holiday) 
  

 2. Number of formal debriefings that were led by credentialed facilitator 
involved in event  

  
 3. Number of formal debriefings that include the following: 

(Identify  Using the debriefing review tool, count the number of debriefings that 
contain each item)  

Debriefing Check-list:   
______ Review of assessment and treatment activities with revisions made and/or additional  
training or supervision provided) 
______conflict trigger/antecedents noted 
______Timely response demonstrated 
______Individual safety/crisis plan or other similar individualized options utilized  
______Imminent danger threshold reached 
______Restraint or seclusion applied safely 
______Continously monitored, face to face for restraint 
______ASAP release  
______Release criteria reasonable with burden on staff, not person 
______Post debriefing activities carried out 
______Learning occurred and is documented 
______Follow-up recommendations made 
______ Recommended changes planned for, implemented, and assessed 
 

  
 4. Number of debriefings that included the follow staff: 

______Staff involved in event 
______Treatment team of consumer involved in event 
______Attending physician  
______Admistration representative 

Comment:  
 

 



 

  

Worksheet 3: Use of Data 

USE OF DATA (1): Data collected 
 
Description: Standard reports on S/R events that include specified data elements. 
 

U.1 Use of Data: Data Collected 
Standard reports include the following items (check if included): 

 1.  Number of S/R Events 
  

 2.  Hours in S/R 
  

 3.  Time of Day 
  

 4.  Day of Week 
  

 5.  Type of restraint 
  

 6.  Consumer Injuries 
  

 7.  Staff injuries 
  

 8.  Use of involuntary medication 
  

 9.  Uses of PRN (voluntary, non-routine) medications either prior to or during 
event 

  
 10. Avoidances/near misses 

  
 Consumer Demographics: 

 11. Race 
  

 12.  Gender 
  

 13.  Age 
  

 14.  Diagnosis 
Comment:  
 

 



 

  

 

USE OF DATA (2): Goal Setting 
Description: Using data in an empirical, non-punitive manner by identifying facility 
baseline, setting improving goals and comparatively monitoring use over time.  

U.2 Use of Data: Goal Setting 
 1. Goals and current S/R rates were communicated to staff (e.g. posted, 

newsletters) 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 
 

 2. Benchmarking against self (e.g. baseline) was collected and graphed 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 
 

 3. Benchmarking against like or risk-adjusted others was collected and 
graphed 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 
 
 
 
 



 

  

 
Worksheet 4: Workforce Development 

WORKFORCE DEVELOPMENT (1): Structure 
Description: The appointment of a committee and chair to address workforce 
development agenda and lead organizational changes in safe S/R application training, and 
inclusion of technical and attitudinal competencies in job descriptions and performance 
evaluations. 
 

W.1  Workforce Development: Structure 
 1. Number of times S/R Workforce Committee (or taskforce, etc.) has met in 

the previous year:____ 
(Do not check if no committee formed or no meetings held) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 
 

 2. Evidence of human resource involvement in S/R reduction initiative (e.g. job 
descriptions, annual evaluations, etc.) (check if yes)   

 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 
 

Comment:  
 



 

  

 WORKFORCE DEVELOPMENT (2): Training Program 
 
Description: A formal program of training specifically in S/R reduction concepts and 
techniques, provided at least annually with competency expectations included in 
performance evaluations, supervisor monitoring and on-the-job mentoring.  The measure 
is the number of people receiving specified training within the measurement year. 
 
 
 

W.2 Workforce: Training 
 

 1. Training program in alternatives to S/R exists (check if yes) 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
  

 2. Number of people in the measurement year receiving training in the following 
content areas (do not check box at left if no training occurred):  

Principles of recovery/resilience/strength based treatment:_____ 
Core therapeutic skills/relationship building:____  
Principles of trauma-informed care:____  
Cultural competence:____  
Myths and assumptions re S/R:___  
Involvement of consumer as full time or part time staff members:____  
Role of peer support:____ 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 

 



 

  

 

 WORKFORCE DEVELOPMENT (3): Supervision and Performance 
Review 
Description: 1) On-going supervision that supports training philosophy and skill 
development; 2) Performance reviews that included staff competencies in S/R prevention; 
3) Competency demonstrations; 4) Re-training for staff demonstrating lack of  
competence; and 5) Mechanisms for holding staff accountable for performance (e.g., 
employment counseling, performance improvement reviews, and/or termination for 
ongoing resistance to change).  
 
 

W.3  Workforce: Supervision and Performance Review 
The facility has established processes for the following (check if yes).  

 1. Ongoing supervision that supports training philosophy and skill development. 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Performance Reviews that include staff competencies in  S/R prevention. 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Competency demonstrations. 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4. Re-training for staff demonstrating lack of competence. 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5. Mechanisms for holding staff accountable for performance (for example,  
employment counseling, performance improvement reviews, and/or termination 
for ongoing resistance to change. 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  

 



 

  

 

WORKFORCE DEVELOPMENT (4): Staff Empowerment 
Description: The empowerment of staff includes: 1) Formal opportunity to input on rules, 
policies, and procedures; 2) Satisfaction surveys; 3) Formal process for administration 
follow-up on survey findings, 4) Process for public recognition of achievements;                           
5) Individualized scheduling (such as opportunities for mental health days, training days); 
and 6) Confidential access to EAP or comparable assistance with job-related stress.  
 
 
 

W.4 Workforce development: Staff Empowerment 
The facility provides for the following (check if yes):  

 Formal opportunity for staff input on rules, policies, procedures 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 Staff satisfaction surveys  
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 Formal process for administration follow up on survey findings 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 Process for public recognition of staff achievements 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 Individualized scheduling (such as opportunities for mental health days, training 
days)  

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 Confidential access to EAP or comparable assistance with job-related stress 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  



 

  

 
Worksheet 5:  Tools for Reduction 

TOOLS FOR REDUCTION (1): Implementation 
 
Description: The use of the following tools for the reduction of S/R: 1) Assessment of 
risk factors for aggression/violence; 2) Assessment of medical/physical risks for death or 
injury; 3) De-escalation/safety plans/crisis plans; and 4) Behavioral scale that assists in 
determining appropriate staff interventions that match level of behavior observed.  
 
 
 

T.1 Tools: Implementation 
 
The facility utilizes the following tools (check if yes):  

 1. Assessment of risk factors for aggression/violence 
 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 

 
 2. Assessment of medical/physical risks for death or injury 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. De-escalation/safety plans/crisis plans  
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4. Behavioral scale that assists in determining appropriate staff interventions 
that match level of behavior observed 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 

 
Comment:  

 



 

  

 

TOOLS FOR REDUCTION (2): Emergency Intervention 
Description: Policies and procedures for emergency intervention including: 1) Medical 
risks factors for death or injury; 2) Assessment of risk factors for violence; 3) Safe 
restraint procedures that include restrictions on prone use; and 4) Safe monitoring that 
includes continuous observation.  
 
 
 

T.2 Tools: Emergency Intervention 
Policies and procedures for emergency intervention include the following (check if 
yes):  

 1. Medical Risk factors for death or injury 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Assessment of Risk factors for violence 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Safe restraint procedures that include restrictions on prone use in policy 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4. Safe monitoring that includes continuous  observation 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 



 

  

 

TOOLS FOR REDUCTION (3): Environment 
Description: Environment of care changes implemented by facilities including:                             
1) Sensory/comfort rooms; 2) Avoidance of signs of coercion in posters, or other signs; 
3) Evidence of signs promoting violence prevention and safe environment of care; 4) 
Avoidance of overcrowding (e.g. extra beds, insufficient seating in common areas); 5) 
Avoidance of unnecessary noise (e.g., overhead announcements, bells or buzzers, phones 
ringing, staffing raising voices unnecessarily); and 6) Process where direct care staff and 
consumers have opportunity to review institutional rules on routine basis to assure need 
and effect with evidence of review and resultant change.  
 
 
 

T.3 Tools: Environment 
The facility is characterized by the following  

 1.  Sensory/comfort rooms  
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2.  Avoidance of signs of coercion in posters, or other signs 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3.  Evidence of signs promoting violence prevention and safe environment of 
care. 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4. Avoidance of overcrowding (for example, extra beds, insufficient seating in 
common areas) 

 

Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5. Avoidance of  unnecessary noise (for example, overhead announcements, bells 
or buzzers, phones ringing, staff raising voices unnecessarily) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 6. Process where direct care staff and consumers have opportunity to review 
institutional rules on routine basis to assure need and effect with evidence of 
review and resultant changes. 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  



 

 

 
Worksheet 6: Inclusion   

INCLUSION (1): Consumer Roles 
Description: The full and formal inclusion of consumers in a variety of roles in the organization 
to assist in the reduction of S/R including: 1) In key executive committees; 2)  In paid staff roles 
with formal supervision; 3) Satisfaction surveys; and 4) Formal follow-up on satisfaction 
surveys.  
 

I.1 Inclusion: Consumer Roles 
The facility  provides the following mechanisms for consumer input (check if 
yes): 

 1.  Consumers on key executive committees 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2.  Consumers in paid staff roles  are provided formal supervision 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Consumer satisfaction surveys conducted and results addressed 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4.  Process exists for formal follow up on satisfaction surveys 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 



 

 

 

INCLUSION (2): Family Roles 
(Child/Adolescent programs—skip if completing Inventory for Adult programs) 
 
Description: The full and formal inclusion of family members in a variety of roles in the 
organization to assist in the reduction of S/R including: 1) In key executive committees; 2)  In 
paid staff roles with formal supervision; 3) Participating in treatment planning meetings; 4) 
Satisfaction surveys; and 5) Formal follow-up on satisfaction surveys.  
 
 

I.2 Inclusion: Family Roles 
The facility utilizes family members in the following ways (check if yes): 

 1. Family members on key executive committees 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2.  Paid family members provided formal supervision  
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3.  Family members are permitted to attend treatment planning meetings  
 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4.  Family satisfaction surveys conducted 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 5.  Process exists for formal follow up on satisfaction surveys 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

Comment:  
 



 

 

 

INCLUSION  (3): Advocate Roles 
Description: The full and formal inclusion of advocates in a variety of roles in the organization 
to assist in the reduction of S/R including: 1) In key executive committees; 2)  In paid staff roles 
with formal supervision; 3) Satisfaction surveys; and 4) Formal follow-up on satisfaction 
surveys.  
 
 
 
 

I.3 Inclusion: Advocate roles 
The facility utilizes advocates in the following ways (check if yes): 

 1. Advocates on key executive committees 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 2. Advocates provided formal supervision 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Advocate satisfaction surveys conducted 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4.  Process exists for formal follow up on satisfaction surveys 
 Source of information: _____________________________________________ 

Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
  

Comment:  
 



 

 

 
Worksheet 7:  Oversight/Witnessing 

OVERSIGHT/WITNESSING (1): Elevating Oversight 
Description: The leadership ensures oversight accountability by watching and elevating the 
visibility of every event 24 hours a day/7 days per week by assigning specific duties and 
responsibilities to multiple levels of staff including: 1) On-call observer competent in S/R 
policies and procedures and familiar with daily operations; 2) On-call supervisor; and 3) Senior 
staff responding to event.  

 
O.1 Oversight: Elevating Oversight 
During the measurement month the following occurred (check if yes): 

 1. Formal Executive oversight available on a 24 hour/7 day a week basis was 
available  

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
  
 

 2. On-call observer competent in S/R policies and procedures and familiar with 
usual and daily operations of facility/units was available. (Denotes use of 
senior administrator, nursing director, facility manager, clinical director, 
physician) 

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 3. Formally designated on-call supervisor was identified and communicated to 
staff  

 Source of information: _____________________________________________ 
Date: ___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year 
 

 4.  Senior staff responding to event notify executive on call 
 Recommended source of information: 

Source used (if other than recommended): 
Date:___\___\____ or: Within 6 months; 6-12 mos.  more than 1  year  
 

Comment:  
 
 



 

 

 The Involvement and Satisfaction Questionnaire 
 

The Involvement and Satisfaction Questionnaire is a survey consisting of 10 items: 9 fixed 
alternative items and one open-ended comments item relating to perceived involvement and 
satisfaction with the consensus-building and planning process. The possible responses are on 
a five point Likert scale with values from 1 through 5 ('Never', 'Seldom', 'Sometimes', 
'Usually' and 'Always').   Thus, higher scores indicate a higher level of perceived satisfaction 
and involvement.    

 
The key issues addressed by this survey are: whether committee members felt involved in the 
process, did they have key information to make decisions, and were they satisfied with the 
team’s process. To answer these questions one Overall scale and two subscales are derived 
from responses to the survey. The first subscale measures the respondents' perceived Level of 
Involvement in the planning process and committee meeting structure. The second subscale, 
Access to Key Information, measures participants' reported understanding of the model and 
ability to access the materials necessary to make informed decisions in the planning process.  

 
Responses to the fixed alternative questions are entered directly into a computer database for 
analysis.  The ratings for each item are regrouped according to whether they are positive or 
not.   

 
The Overall scale, measuring involvement and satisfaction with the consensus building and 
planning process, is based on the responses to all 9 items on the survey. For a rating to be 
included, at least five of these questions have to be answered. The internal consistency of this 
scale, as measured by average inter-item correlation (Cronbach’s Alpha) is .7994.   

 
The second scale, which measured the Level of Involvement in the committee planning 
process in Vermont, is derived from responses to five fixed alternative questions: 

  
1. Our team works well together. 

 
2. Meetings are scheduled at a convenient time and place and I am able to attend. 

 
3. When I am NOT able to attend a meeting I feel my ideas and opinions are well 

represented and shared with other team members. 
 

4. In general, I feel that my opinions and ideas are asked for and considered important in the 
Integrated Treatment planning process. 

 
6. My questions get answered and I am getting the information I need to participate in this 

planning process.  
 

For a rating to be included, at least three of these questions have to be answered. The internal 
consistency of this scale, as measured by average inter-item correlation (Cronbach’s Alpha) is: 
.5464.  

 



 

 

The third composite measure, Access to Information, is derived from responses to three fixed 
alternative questions. The Items that contribute to this scale include: 
 

5. I feel as though I have a good understanding of the Integrated Treatment Model. 
 

6. My questions get answered and I am getting the information I need to participate in this 
planning process. 

 
8. I feel that the team has a handle on the local issues and potential barriers related to  

adopting integrated treatment  practices statewide. 
 
For a rating to be included, at least two of these questions have to be answered. The internal 
consistency of this scale, as measured by average inter-item correlation (Cronbach’s Alpha) is: 
.6737. 
 



 

 

 
Appendix 3: Sample Consent Forms 
 
To Be Developed



 

 

 
 
Appendix 4: Letter to the SSA (if applicable; see Section IV-4 of this document) 
 
N/A 



 

 

 
 
Appendix 5: Letter from the State or county indicating that the proposed project addresses a 
State-identified priority. 
 
 



 

 

 
 
 



 

 

 



 

 

 



 

 

 


